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ABSTRACT
McEvoy, Erin. Post 9/11 military spouse caregivers: A descriptive phenomenological study.
Published Doctor of Philosophy dissertation, University of Northern Colorado, 2022.

Since the terrorist attacks of September 11th, 2001, the United States Armed Forces has
been involved in military conflicts across the globe. Innovations in battlefield medicine have
resulted in the highest battlefield survival rates that America has ever seen. Injured veterans are
returning to their homes by the thousands, in need of daily caregiving that encompasses many
domains of life. Many times, the spouses of these individuals answer the call and become
primary caregivers for their injured servicemember partners. Taking on the identity of military
spouse caregiver puts these individuals at increased risk of many physical and mental health
concerns along with financial strain, marital discord, separation, and divorce. This study sought
to illuminate the experiences of military spouse caregivers; the changes in identity they undergo
along with the barriers and burdens they face. Six individuals completed one to two hour semi
structured interviews. Data from the interviews were analyzed using a descriptive
phenomenological approach. Four themes emerged: information gathering and planning,
advocacy, support, and resilience. The essence of the phenomenon was described with the word
transformation. The implications of the study point to the need for increased support for these
individuals from a strengths based, holistic perspective. Implications and limitations of the study
also provided directions for future research.
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CHAPTER I
INTRODUCTION
The United States of America is home to an estimated 18.5 million living military
veterans, an estimated 4 million of which live with disabilities related to their military service
(U.S. Census Bureau, 2017). Serving and supporting these veterans with service related
disabilities are an estimated 1.1 million Americans who identify as caregivers (Ramchand et al.,
2014). Despite this substantial and continually growing caregiver population, these individuals
are not reflected in the literature on caregiving. There is a significant gap in the literature focused
on the relational changes of military spouses who become caregivers for their injured service
member partners. Specifically, there is a need to capture the essence of the experience of being a
military spouse caregiver and the changes these individuals undergo as they receive their injured
service member partner back home and begin a new life as a caregiver.
Research is warranted in order to garner an understanding of the dramatic changes
military spouses experience in their relationships, roles, and identities when they become
caregivers for their injured service member partners. In accordance with Caregiver Identity
Theory (Montgomery & Kosloski, 2009), the current study utilized a descriptive
phenomenological approach to examine the essence of the changes experienced in roles and
identities when becoming a military spouse caregiver in the Post 9/11 era. By illuminating this
phenomenon, Post 9/11 military spouse caregivers can be better seen and supported by those in
the helping professions.
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Since the terrorist attacks of September 11th, 2001, America has been engaged in active
military conflicts that are collectively referred to as the Global War on Terror (GWOT) (U.S.
Department of Defense, 2020a). The term GWOT encompasses Operation Enduring Freedom
and Operation Freedom’s Sentinel, which are the names the Department of Defense (DOD)
(2020a) has given for the conflicts in Afghanistan, Operation Iraqi Freedom and Operation New
Dawn, which are the names the DOD has given for the conflicts in Iraq, along with Operation
Inherent Resolve, which encompasses American military personnel serving in Bahrain, Cyprus,
Egypt, Israel, Jordan, Kuwait, Lebanon, Qatar, Saudi Arabia, Syria, Turkey, United Arab
Emirates, the Persian Gulf, and the Red Sea.
Since the inception of GWOT, American military personnel have been serving
deployments in those countries ever since. In the Post 9/11 era, an estimated 2.77 million
American service members have fulfilled 5.4 million overseas deployments (Wenger et al.,
2018). These deployments involve all manner of combat related dangers to include small arms
fire, shelling of American military installations, and exposure to improvised explosive devices
(IEDs) which the DOD considers to be the signature weapons of enemy combatants in the
GWOT era (Howard et al., 2019).
These combat dangers, especially IED’s, have led to many American service members
receiving catastrophic injuries in theater. Advances in technology and medicine have led to a
marked decrease in combat-related deaths and a substantial increase in service members
returning home to live with disabling wounds and injuries as a result of their military service
(Howard et al., 2019; Vergun, 2016). The most prevalent injuries that Post 9/11 veterans report
are traumatic brain injuries (TBI), paralysis, hearing and vision damage, loss of limb, chronic
pain, and mental health diagnoses to include post-traumatic stress disorder (PTSD), major
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depressive disorder, and substance use disorder (Howard et al., 2019; Ramchand et al., 2014).
Additionally, Post 9/11 military veterans exhibit a significantly higher risk of suicide than the
general population of the United States (Kang et al., 2015). Living with service related injuries
that are most prevalent in Post 9/11 warfare requires assistance in many forms to include myriad
treatment modalities along with changes in access and care at home.
Innovations in battlefield medicine have led to an estimated 92% survival rate for service
members injured in combat (Howard et al., 2019; Vergun, 2016). When these injured service
members return home, they are faced with a long, complex road to recovery, and in many cases,
adaptation to a new way of living. Behind the scenes, quietly serving and supporting, are an
estimated 1.11 million Americans who identify as caregivers for service members injured in the
Post 9/11 era (Ramchand et al., 2014).
Post 9/11 military caregivers tend to be unique from military caregivers in previous eras:
they are typically spouses, as opposed to family members. They are also younger, employed,
often in the early stages of family planning or parenting, and simultaneously dealing with a
number of their injured care recipient’s comorbid concerns, such as mental health or substance
use issues (Ramchand et al., 2014; Teeters et al., 2017). Despite these circumstances, these
individuals are less likely to seek support through various programs offered on the local and
federal level (Smith et al., 2019; Tanielian et al., 2013). This lack of support can lead to myriad
concerns for caregivers such as mental health issues, financial strain, and burnout (Ramchand et
al., 2014; Tanielian et al., 2013; Van Houtven et al., 2012). Additionally, military spouse
caregivers and their service member partners are at a higher risk of relational discord, separation,
and divorce compared to their civilian counterparts (Ramchand et al., 2014; Tanielian et al.,
2013; Thandi et al., 2018).
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Military spouse caregivers find themselves in unique circumstances that involve
balancing many different roles. They report performing a variety of tasks within their
households. They take on substantial activities of daily living (ADLs) for their injured service
member partners, which can include help bathing, dressing, and eating. They also report taking
on an increased amount of instrumental activities of daily living (IADLs) which can include meal
preparation, housework, health management, and transportation to medical or healthcare services
(Ramchand et al., 2014). The addition of these various activities, coupled with their sudden
onset, impacts the lives of military caregivers in many ways. They must suddenly become
educated in complex healthcare issues, navigating a medical system that is integrated within
multiple separate government entities such as the DOD and the Department of Veterans Affairs
(VA). This difficult navigation is further exacerbated by differing sets of qualifications for care
across these government entities along with required proof of honorable service and servicerelated injuries (Ramchand et al., 2014). However, research is lacking on understanding the
essence of the experiences of becoming a military spouse caregiver and the impacts of this
change in identity. The current study aimed to help address this gap in the literature.
The nature of combat-related injuries does not provide a linear path to recovery. The
injuries themselves vary widely; this makes caregiving for an injured military service member all
the more complex. The DOD considers ‘wounded in action’ (WIA) to be those injured by
gunshots or explosives; thus the DOD lists the number of casualties from all Post 9/11 conflicts
as 53,231 (U.S. Department of Defense, 2020c). Beyond WIA, the Department of Defense’s
medical surveillance data lists the number of traumatic brain injuries (TBI) sustained between
2000-2019 in all combat zones as 413,858 (Defense Medical Surveillance System, 2020). A
study conducted in 2008 by Tanielian and Jaycox found that between 30-38% of service
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members returning from Iraq and Afghanistan qualified for diagnoses of depression and post
traumatic stress disorder (PTSD) according to various assessments administered upon
redeployment to the United States. As these various data sources demonstrate, the nature of
combat-related injuries varies widely and may be compounded by other issues such as mental
health concerns. This further complicates the care needed once injured service members return
home, making it necessary for Post 9/11 military spouse caregivers to simultaneously be a
partner, advocate, supporter, and caregiver in order to begin the path to recovery and
rehabilitation (Ramchand et al., 2014; Thandi et al., 2018).
Beyond these overseas related injuries, injured service members and their caregivers face
many challenges at home as well. The American government continues to address many
concerns related to the protracted conflicts of Iraq and Afghanistan: high suicide rates among
military members, mental health treatment coverage, and support for lifelong injuries (Wenger et
al., 2018). These problems not only affect injured service members, they directly affect their
spouses as well. As the injured service member is likely to experience mental health issues
comorbid to their injury, military spouse caregivers are at an increased risk of developing mental
health issues such as depression or anxiety as well. Military caregivers in the GWOT era are
more likely to experience poorer health than caregivers from other eras, and they also report
lower relationship quality, and thus increased rates of separation and divorce (Ramchand et al.,
2014). The individuals who identify as military spouse caregivers find themselves in drastically
different roles, taking on tasks that not only change the structure of their daily lives, but who
they are as individuals, spouses, and Americans (Montgomery & Kosloski, 2009; Ramchand et
al., 2014).
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Despite the ways the costs of prolonged war affect them, military spouse caregivers and
their experiences are still in the shadows. Much of the literature on caregiving focuses on issues
prevalent in older adulthood such as dementia disorders (e.g., Alzheimer’s Disease) or cancer
diagnoses; providing those caregivers with a roadmap for the stages of these diseases and phases
they themselves are likely to go through (Cheng et al., 2017). It may be difficult for military
spouse caregivers to see themselves reflected in this literature since the nature of their care
recipient’s needs are so vastly different. Military spouses who suddenly find themselves caring
for their seriously injured service member partner face an experience that does not neatly fall
into stages of grief or relational change (Boss, 1999). The ambiguous loss that accompanies a
loved one’s serious injury and the ambiguous grief and emotions that attend it are happening
simultaneously with a transformation of self and identity within the military spouse (Borah &
Fina, 2017). The ways in which activities of daily living are drastically altered change the
identities and roles of spouses who become caregivers (Montgomery & Kosloski, 2009;
Savundranayagam & Montgomery, 2010). In order to give military spouse caregivers the support
they need, and to better understand their unique caregiving experiences, a focus must be placed
on how these experiences have transformed their lives, and will continue to shape their futures
(Boss, 1999; Friedemann & Buckwalter, 2014; Ramchand et al., 2014). Thus, the present study
was designed to understand the essence of their experiences in this new role.
Problem Statement
Military spouse caregivers in the Post 9/11 era exist in the shadows of the caregiver
community. The current literature on caregiving fails to reflect their unique identities,
experiences, and how best they can be supported. Moreover, this literature gap leaves military
spouse caregivers without illustrations of and guidance for their distinctive caregiving journeys,

7
along with explanations of resources and barriers unique to this population. They are unique in
their identities such as age, employment status, and relationship to the care recipient, along with
the unique caregiving tasks they must provide. Their situations leave them at risk for many
relational, mental health, financial, and career concerns. If military spouse caregivers’
experiences are examined by centering their voices in the research, those in the helping
professions can serve to support and educate others on how to provide ways to better value and
support this important part of the caregiver community.
Rationale and Significance
The rationale for this study was rooted in the need for better understanding and support of
Post 9/11 military spouse caregivers; a community that will only continue to grow as the GWOT
conflicts abroad continue into another decade. Currently, there is a dearth of research literature
illuminating the lived experiences of these individuals. Military spouse caregivers are a diverse
community who are unique in backgrounds and identities. How they become caregivers may be
similar at the outset: their partner is injured in combat, but their experiences may quickly diverge
from there. Previous research has shown that Post 9/11 military spouse caregivers reported
feeling unsupported and isolated and they were less likely to utilize support programs than
caregivers from previous eras (Ramchand et al., 2014; Tanielian et al., 2013). There is a gap in
the literature as to why these individuals underutilize these programs; the qualitative nature of
this research study helps to illuminate why this is, according to the military spouse caregivers
themselves.
This felt sense of isolation and lack of support will continue to become a more pressing
social issue as medical advances lead to not only decreases in deaths on the battlefield, but
longer life spans for those service members who return to America with serious injuries. At the
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heart of caring for these injured service members in the Post 9/11 era are spouses who suddenly
find themselves thrust into the new role of caregiver. America prides itself on serving those who
have served but that cannot be done without special attention being paid to their spouse
caregivers. By providing military spouse caregivers with resources and support tailored to their
unique needs and location in American society, America can continue to answer President
Lincoln’s charge of caring for those who have borne the battle (Lincoln, 1865). This will help to
improve the quality of life of veterans and their spouses and will help with future military
recruitment as America demonstrates that it will always care for those in her service.
Because of the sudden onset of service related injuries, military spouse caregivers likely
undergo unforeseen, rapid life changes that are distinctive to this particular, and particularly
devastating experience. Employing a theory helped to guide the understanding of the dynamic,
sudden changes of becoming a military spouse caregiver to include transformation of
relationships, roles, and identities. Accordingly, the current study was approached through the
application of Caregiver Identity Theory (Montgomery & Kosloski, 2009).
Theoretical Framework: Caregiver
Identity Theory
This study used Caregiver Identity Theory to better understand the phenomenon of being
a military spouse caregiver. Caregiver Identity Theory states that the caregiving relationship is
rooted in an already existing relationship or dyad (Montgomery & Kosloski, 2009). Caregiver
identity should not be seen as the assumption of another role, but the transformation of a role in
an existing relationship (Montgomery & Kosloski, 2009; Savundranayagam & Montgomery,
2010). In this study, the already existing relationship was the marriage of an American service
member and their spouse. When the military spouse took on the identity of caregiver, it not only
changed the tasks of everyday living, it also had a significant impact on the military spouse’s
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life. The underlying premise of this theory is one of change; a preexisting relationship, a
marriage, is fundamentally changed by an event, a combat-related injury, which necessitates
caregiving (Montgomery & Kosloski, 2009). One part of the dyad undergoes a transformation to
care recipient, the other undergoes a different transformation into a caregiver (Montgomery &
Kosloski, 2009; Savundranayagam & Montgomery, 2010). Additionally, Caregiver Identity
Theory takes into account the notion that there is great variability in who caregivers are, thus
eschewing the idea of the ‘average caregiver.’ This study examined the unique experiences
within the transformation that takes place when military spouses become caregivers for their
injured service member partners.
The transformation that takes place when a spouse becomes a caregiver can begin in a
number of ways. As the needs of the care recipient increases, the initial relationship will change
and give way to a new relationship characterized by caregiving, which in turn impacts the role
and identity of the caregiver. This shift in identity takes place because the caregiving tasks
needed to maintain the health of the care recipient begin to markedly outweigh and overshadow
the tasks that were part of the initial role in the relationship (Montgomery & Kosloski, 2009;
Savundranayagam et al., 2011). In a caregiving relationship that develops from a combat-related
injury, the onset of change is sudden and is compounded by the shock and grief that accompanies
the injury (Montgomery & Kosloski, 2009; Ramchand et al., 2014; Talley & Montgomery,
2013).
There are five phases to Caregiver Identity Theory. Phase one begins with the onset of
needed care; typically, the caregiver does not yet identify as such. In this study, onset of care
happened after the service member received a combat-related injury, was stabilized, returned to
America, and began recovery or rehabilitation. In the theory, phase two begins with the
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recognition of changes in needs and tasks within the spousal dyad. Within the study, the military
spouse realized that the needs of his, her or their service member, now the care recipient, have
changed from their initial relationship. For example, a military spouse may have previously
engaged in few activities of daily living for their service member, but now finds themselves
needing to assist their partner with meals, getting dressed, and managing medication. These
added activities may have consequently caused the military spouse to give up other activities that
once characterized their day such as working full time, volunteer work, and social engagements.
Phase three is marked by the increase in intensity and quantity of the care recipient’s
needs beyond what was part of the initial relationship. Military spouse caregivers may have
struggled with surrendering the primacy of their initial role and taking on the mantle of
caregiver. The tasks that necessitate caregiving will continue to dominate the relationship to the
point that it is now the primary characteristic of the initial dyad. As the injured service member is
discharged from their polytrauma rehabilitation center, their recovery and rehabilitation will be
managed by themselves and their caregivers. In the case of Post 9/11 era veterans, many times
these caregivers are their spouses, and their service-related injuries are numerous and complex,
requiring assistance with activities throughout each and every day.
Phase four is characterized by questioning the continued role of being a caregiver. Some
caregivers may examine other options, such as long term care facilities or leaving the
relationship. Phase five takes place only if the care recipient is transitioned to the care of others,
as in the case of the long term care facility or termination of the relationship. In this phase, the
caregiver dramatically lessens or even relinquishes his, her, or their identity as a caregiver. They
no longer assist their care recipient with activities necessary for daily living because they have
either left their partner, hired full-time care, or moved their partner into institutional living. It is
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important to note that movement through these phases is not fluid and that the phases may be
revisited depending on the tasks and burdens undertaken by caregivers and how they are
balancing their identities as a spouse, and within the military community. Some caregivers may
also possess other unique identities such as parent, employee, and so forth. It should also be
noted that not all caregivers will enter each phase, and time spent in each phase may vary widely
depending on the unique circumstances of each military spouse caregiver and their service
member care recipient (Montgomery & Kosloski, 2009; Ramchand et al., 2014;
Savundranayagam et al., 2011). Furthermore, the phases of Caregiver Identity Theory may be
couched in the Western value of individualism; this should be taken into account when
examining the diverse dyads that identify as military spouse caregivers and their injured service
member partners.
Caregiver Identity Theory posits that much of caregiver burden comes from the
incongruence of activities of daily living and role identity (Montgomery & Kosloski, 2009). This
incongruence is compounded by the ambiguous grief and loss that accompany serious injury to a
loved one. Caregiving dramatically changes the identities of those within the dyad, and the
nature of the dyad itself. This study sought to examine the part of the dyad fulfilled by the
military spouse, and their unique experiences as the dyad changed due to caregiving for their
injured service member partner.
Purpose of the Study
There exists a gap in the literature surrounding the distinctive experiences of Post 9/11
military spouse caregivers and their transformation of circumstances and selves. The literature
further fails to illuminate the supports and barriers that characterize this unique caregiving
journey. This study aimed to address those gaps by providing descriptive analysis of the unique
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experiences of military spouses who serve as caregivers for their injured service member
partners. It also centered the narratives of military spouse caregivers by providing their own
experiences of resources, supports, and barriers in their lives.
A descriptive phenomenological inquiry method helped to identify common themes
among military spouse caregivers and a phenomenon, or essence of their lived experience
(Giorgi, 2009, 2012; van Manen, 1990). This approach was fitting because of its descriptive
framework that sought to investigate the lived experiences of others, without interpretation or
insinuation from the researcher (Giorgi, 2009, 2012).
Research has shown that military spouse caregivers underutilize already existing
resources (Ramchand et al., 2014). By centering the voices of the caregivers within the study,
support recommendations and feedback with higher use potential may be realized (Goodman et
al., 2004; Ramchand et al., 2014). This was best achieved through a descriptive
phenomenological approach. The essence of their lived experiences was explored in order to give
a better understanding of what it means to be a military spouse caregiver. This exploration can
aid helping professionals in understanding what it means to live within a life that may have been
forever changed by a loved one’s injury in service to the United States. The literature has given
American society much important information on caregiving; but the focus is on older adulthood
and the maladies of decline that come with the slow march of age, such as dementia disorders
(Adelman et al., 2014; Cheng et al., 2017). This illustrates a gap in the literature as it does not
reflect the caregiving experiences of the Post 9/11 military spouse: who they are or what they
undertake. Innovations in battlefield medicine have provided triumphant increases in survival
rates, with 92% of service members surviving their injuries to return home and adapt to a new
way of life (Vergun, 2016).
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They return home to spouses who are unique from other caregivers in that they are
younger, employed, likely family planning and caring for dependent children, and in the early
stages of their marriages. Their relatively young ages, and the young ages of their care recipients
set them on a long and complex path of caregiving that can span decades. The implications of
caregiving and caregiver burden on these younger spouses and relatively early marriages can be
fraught with consequences such as increased risk of financial strain, medical and mental health
concerns for both spouses, along with higher rates of separation and divorce (Ramchand et al.,
2014). Illuminating this dramatic change in circumstances may help to mitigate these
consequences and form a foundation of much needed support for Post 9/11 military spouse
caregivers and their injured service member partners.
Research Questions
Q1

What is the unique lived experience within the change in the relationships, roles,
and identities of a military spouse when they become a caregiver for their injured
service member partner?

Q2

What is the essence of the change when becoming a Post 9/11 military spouse
caregiver?
Research Approach

I approached this study within a constructivist paradigm. Constructivism holds the idea
that there are multiple, comprehendible realities constructed by individuals based on their lived
experiences (Guba & Lincoln, 1994; Ponterotto, 2005). Constructivism was a fitting paradigm
for this study because although the participants all shared a similar experience, that of being a
military spouse caregiver, the narrative of their lived experiences was unique due to how each
person interpreted and constructed their individual realities. The chosen qualitative method was
phenomenology because of its ability to delve into complex experiences and illustrate the
multifaceted nature of human phenomena under investigation (Morrow, 2005). Because the
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nature of the research questions for this study were interested in elucidating and describing the
complex and changing experiences of military spouse caregivers, a descriptive
phenomenological approach was used as a way to mine the data for the meanings each individual
assigned to their experiences (Giorgi, 2009, 2012; Morrow, 2005). Semi-structured interviews
were used as the way to gather data through a collaborative researcher-participant partnership
where the researcher relinquished the role of the expert (Giorgi, 2009; Goodman et al., 2004).
Once the themes of the data became redundant, saturation was reached and no more participants
were gathered (Wertz, 2005). Rigor and trustworthiness within the study was established by
using bridling, an audit trail, triangulation, peer review and participant checks (Morrow, 2005).
Researcher Assumptions
A number of assumptions guided this study. Firstly, from phenomenology, that there is an
essence to a shared experience that can be elicited from analyzing study data (Creswell, 2017;
Morrow, 2005; Wertz, 2005). The second assumption of this study was that illuminating the
essence of the shared experience of becoming a military spouse caregiver for an injured service
member partner in the Post 9/11 era helped to guide the findings of the study and led to valuable
implications that spoke to the dearth of support for military spouse caregivers.
Caregiver Identity Theory (Montgomery & Kosloski, 2009) posits that becoming a
caregiver for a loved one is a gradual, multi-faceted experience; thus, a third assumption for this
study was that becoming a caregiver resulted in dynamic changes for all participants. It was also
assumed that those dynamic changes in lived experience and identities were at the roots of the
essence of the phenomenon under study. The assumption of dynamic changes helped to guide the
research questions created for this study and also influenced the questions used in the semistructured interviews during the data collection phase.
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A fourth assumption was rooted in the qualitative research perspective that each
individual is an expert on their own lives, and the best qualitative research data is gathered
through a collaborative joining between the knower, the participant, and the one seeking
knowledge, the researcher (Wertz, 2005). This also adhered to the importance of a social justice
perspective in research, that of recognizing the participant as an equal in the research process,
thereby moving the researcher to share power throughout the process (Goodman et al., 2004). By
moving through the research process with these assumptions, I recognized that military spouse
caregivers are not only the experts within this area of society, but they also hold the potential to
illuminate implications, ideas, and resources that will best support them within their
communities. This also paralleled another important social justice perspective in research:
focusing on the strengths of the participants and working with them to develop tools that can
help to facilitate social change (Goodman et al., 2004).
The final assumption for this study was based on the qualitative perspective that the
researcher’s values, beliefs, and lived experiences can never be truly divorced from the research
process (Morrow, 2005). Because of this, the researcher should recognize and describe their
background and experiences as a way to bridle them within the research process as opposed to
holding onto the idea that they can be completely eliminated (Morrow, 2005; Ponterotto, 2005).
Based on this assumption, I used numerous methods to bridle my experiences throughout the
study. Those methods included maintaining a researcher’s journal, completing participant
checks, an audit trail, and ongoing critical self-awareness around my values, beliefs, and
experiences that were discussed during bridling (Morrow, 2005; Vagle et al., 2009). These
methods are reviewed at length during the discussion on trustworthiness in Chapter 3:
Methodology.
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Limitations
The limitations of this study were in its generalizability to the greater population.
Because of the small sample sizes in qualitative research and the constructivist approach which
integrates the relationship between the researcher and the participant, or ‘the knower and the
known’ (Morrow, 2005) it would be difficult to fully replicate the study or generalize the results
to a larger population. Also, the study was time intensive, which would likely be a barrier to
future replications of the study.
Definitions of Terminology
Caregiving for a loved one can cover a vast array of tasks and duties. For the purposes of
this study, numerous terms from the research literature were used to help define who is a
caregiver, along with other terms unique to the research and daily lives of the military, veteran,
and caregiving communities.
Activities of daily living (ADLs): These can include tasks necessary for basic human
functioning such as helping a care recipient with bathing, eating, dressing, and toileting
needs (Montgomery & Kosloski, 2009; Ramchand et al., 2014).
Instrumental activities of daily living (IADLs): These are the tasks necessary for noninstitutional living which can include meal preparation, housework, healthcare
management, and transportation to medical and healthcare services (Montgomery &
Kosloski, 2009; Ramchand et al., 2014).
Department of Defense (DOD): The DOD is an executive branch of the United States federal
government responsible for coordinating and directing all agencies of the government
related to national security and the armed forces. The DOD is charged with the
supervision, training, and care of 2.15 million service members stationed across more
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than 160 countries. The DOD has an annual budget of $716 billion (Congressional
Budget Office, 2019; U.S. Department of Defense, 2020b).
Department of Veterans Affairs (VA): VA is a presidential cabinet level federal agency that
provides comprehensive healthcare services and support to qualifying American military
veterans and their families. VA has many medical centers across the country that conduct
research and provide medical care for an estimated nine million veterans annually with an
annual budget of $220.2 billion (U.S. Department of Veterans Affairs, 2020a).
Global War on Terror (GWOT): The Global War on Terror commenced under the presidency
of George W. Bush after the terrorist attacks of September 11th, 2001. It encompasses all
combat theaters where American military service members are engaged in active warfare.
This includes the conflicts in Iraq, Afghanistan, and numerous North African countries.
The Global War on Terror is ongoing today (U.S. Department of Defense, 2020a).
Military spouse: Within this study, the definition of a military spouse was the same as outlined
by the DOD: a husband or wife, through legal marriage, of an American service member
(U.S. Department of Defense, 2020a). This can include both heterosexual and same-sex
married couples.
Military spouse caregiver: Caregivers are delineated by the types and number of tasks they
fulfill for their care recipient. Within this study, a military spouse caregiver was defined
as someone who is the primary caregiver for their injured service member partner.
Military spouse caregivers fulfill many activities for their care recipient to include
either/both activities of daily living (ADLs) and instrumental activities of daily living
(IADLs).
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Operation Iraqi Freedom: This is the name given by the DOD to the armed conflict in Iraq that
spanned from 2001-2011 encompassing deployments to Iraq for American military
service members during that time period (U.S. Department of Defense, 2020a).
Operation New Dawn: This is the name given by the DOD to the present armed conflict in Iraq
and encompasses all deployments to Iraq from 2012 to the present for American military
service members (U.S. Department of Defense, 2020a).
Operation Enduring Freedom: This is the name given by the DOD to the armed conflict in
Afghanistan and encompasses all deployments to Afghanistan for American military
service members (U.S. Department of Defense, 2020a).
Post 9/11: a time period for military service that falls after the terrorist attacks on September
11th, 2001 (U.S. Department of Defense, 2020a).
Traumatic Brain Injury (TBI): VA uses the Center for Disease Control’s definition and it was
used as well throughout this study: a disruption in the normal functioning of the brain that
can be caused by a bump, blow, or jolt to the head, or a penetrating head injury. VA adds
exposure to blasts to the types of disruption of brain functioning (U.S. Department of
Veterans Affairs, 2020b).
Wounded in Action (WIA): The DOD considers ‘wounded in action’ (WIA) to be those injured
by gunshots or explosives (U.S. Department of Defense, 2020a). This study expanded the
definition of a service-related injury to include individuals with any injuries received
while deployed in combat, or in training, regardless of the source. This will include
injuries received in any enemy attack, training incident, or accident.
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Summary
In the United States, there is a substantial and continually growing group of Americans
who identify as caregivers for veterans injured in the United States Armed Forces. In the Post
9/11 service era, many of these caregivers are spouses of veterans injured in the Global War on
Terror. During this service era, an estimated 2.77 million servicemembers have fulfilled 5.4
million overseas deployments (Wenger et al., 2018). These deployments involve the potential for
casualty events that include polytrauma that most commonly includes traumatic brain injury,
limb loss, paralysis, hearing and vision damage, and mental health diagnoses to include posttraumatic stress disorder (PTSD) (Howard et al., 2019). Additionally, veterans from this service
era exhibit significantly higher risk for suicide (Kang et al., 2015).
Caregiving for injuries such as these can require assisting with activities of daily living,
which include bathing, toileting, feeding, and dressing, and instrumental activities of daily living,
which can include managing finances, scheduling, medication, home organization, and shopping.
Military spouse caregivers in the Post 9/11 era are not only managing these day to day tasks, they
are also significantly more likely to be helping their care recipient manage mental health
diagnoses, most prevalently, living with PTSD symptomology (Ramchand et al., 2014; Teeters et
al., 2017).
Further, Post 9/11 military spouse caregivers are unique from caregivers in the literature
due to their younger age and the likelihood that they are employed full time, in the early stages
of creating a family, and more likely to be at risk for their own mental health diagnoses to
include depression and anxiety (Tanielian et al., 2013). Despite these factors, they are less likely
to seek support from myriad resource hubs, despite the likelihood their caregiving may last
decades (Smith et al., 2019; Tanielian et al., 2013). Currently, there is little research on the

20
experiences of Post 9/11 military spouse caregivers. By centering their voices in the research
literature, mental health professionals and society in general can be provided with a better
understanding of their lived experiences, the supports they believe would be most effective, and
what barriers need to be dismantled.
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CHAPTER II
REVIEW OF THE LITERATURE
Overview
The purpose of this study was to understand the essence of the lived experiences of
military spouses who become caregivers for their injured service member partners. There is a
lack of literature around the distinctive experiences of this niche in the American caregiver
population despite American society’s desire to help support these individuals (Cheng et al.,
2017). By centering military spouse caregivers’ voices in the discussion, better resources and
support programs could be developed while at the same time respecting and promoting the
autonomy of those individuals, a social justice pillar that is a core counseling psychology value
(Gelso et al., 2014; Goodman et al., 2004).
In order to understand the location of military spouse caregivers in American society,
along with the issues that have come to influence their experiences, it was necessary to conduct a
critical review of the literature surrounding these factors. The literature review looked at the
context of current combat that has led to injuries common to the Post 9/11 service era. It also
spoke to who military spouse caregivers are and the impacts of caregiving for military caregivers
in the Post 9/11 era compared to the general caregiving population. The literature review also
provided information on military caregiver support programs that are currently in place. The
literature review was ongoing throughout the research process; it was added to and amended as
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necessary to ensure that the research literature informed the entire process of the research study
(Levitt et al., 2017; Morrow, 2005; Wertz, 2005).
Context – Post 9/11
After the terrorist attacks of September 11th, 2001, America began multiple prolonged
military engagements in numerous Middle Eastern and North African countries. In today’s
combat era, Active Duty Service members, National Guard members, and Reservists are all
tasked with a regular schedule of training and preparation for continuous deployment rotations to
combat zones (U.S. Department of Defense, 2018). These cyclical deployment rotations have
resulted in a military force that has been engaged in combat for periods longer than at any other
time in American history. Survival rates for GWOT combat casualties were first measured in
Iraq in 2004. It was found that advances in battlefield medicine have resulted in higher chances
of survival on the battlefield than any other American military conflict. The US Armed Forces
continue to learn about caring for the unique injuries of these conflicts resulting in continually
climbing rates of survival each year the conflicts continue (Howard et al., 2019; Vergun, 2016).
The distinctive injuries seen in the GWOT conflicts are influenced by the nature of war fighting
by enemy combatants during this era: mostly what the U.S. Department of the Army (2008)
considers unconventional warfare tactics.
Unconventional warfare can be characterized by small, amorphous forces, that at times
work together as a greater unit, while at other times fighting for their own unique interests.
Fighting forces that use unconventional warfare tactics demand that opposing forces, in this case
the United States, be ready at all times to fight in any setting, resulting in hypervigilance and
little to no warning of attacks (U.S. Department of the Army, 2008). This warfare is somewhat
similar to the experiences of the conflict in Vietnam as unconventional warfare fighters made up
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a portion of the enemy combatants along with the North Vietnamese Army. Otherwise, today’s
military engagements are unlike any other military conflict America has fought before.
Service Related Injuries
Previous warfare was characterized by frontline battles where both sides came together
with the understanding of a fight to be had using similar weaponry and rules of engagement.
Unconventional warfare fighters use hit and run tactics that frequently employ the use of
incendiary devices such as improvised explosive devices (IEDs), which can be planted and
detonated at random. From 2008-2017 explosive ordinances caused 80% of the injuries for
American service members in Iraq and 70% of the injuries for American service members in
Afghanistan (Howard et al., 2019). The prevalence of explosions as the mechanism of injury for
American service members has resulted in specific, long-lasting injuries that include loss of
limb, paralysis, TBI, hearing damage, vision damage, chronic pain from lasting injuries, and
mental health diagnoses (Howard et al., 2019; Ramchand et al., 2014; Vergun, 2016). The
unconventional warfare tactics employed against American service members in GWOT theaters
may have a direct impact on the two signature injuries of this era of warfare: Traumatic Brain
Injury (TBI) and Post Traumatic Stress Disorder (PTSD), (Lindquist et al., 2017; Moring et al.,
2016).
Due to America’s superior resources and equipment, battlefield injuries can be assessed
and treated within mere minutes (Howard et al., 2019). Research on traumatic injuries has put
forth the notion of the ‘golden hour’ that if catastrophic injuries are stemmed and attended to
within the first 60 minutes of receiving the injury, the likelihood of survival noticeably increases
(Vergun, 2016). This is further helped by America’s flight capabilities. Injured service members
can be medically evacuated to larger bases in the conflict region and/or to Landstuhl Regional
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Medical Center in Landstuhl, Germany, a Level I Trauma Center, designated by the American
College of Surgeons. Medical evacuations from combat theaters are then frequently followed by
a rapid return to the United States and one of the numerous poly trauma care centers run by the
DOD and VA (Howard et al., 2019).
Casualty Notification for Spouses
The sudden rapid onset of combat related injuries sets up military spouses for a swift,
traumatic entry onto the path that will see them become military spouse caregivers. It is DOD
policy that next of kin receive casualty notifications in person within 24 hours of their loved
one’s injury (U.S. Department of Defense, 2009). Casualty notification teams are typically active
duty service members who work with family members to help them navigate the initial days of
their loved one’s injury and return to the United States. They provide information on the various
systems that are treating the injured service member along with helping family members with
travel itinerary to meet their service member upon redeployment to America. Here, many other
support professionals enter the picture as DOD medical staff work to determine the best medical
centers for the injured service member along with a route to recovery and rehabilitation (Howard
et al., 2019). Many times, this can mean that a service member will move to whichever state
houses the polytrauma rehabilitation center most relevant to their injuries. Family members are
then faced with the difficult decision of living separately from their service member or uprooting
their lives to the location of the polytrauma rehabilitation center.
Unique Aspects of Caregiving
as a Military Spouse
If military spouses look for information on what their experiences may likely entail, the
task may prove difficult. The vast preponderance of the literature on caregivers is focused on
individuals far outside the realm of the military spouse. Within the literature, caregivers are
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typically later in life, have been married for a significant number of years, and their care
recipient is suffering from a terminal and/or degenerative disease such as cancer or Alzheimer’s
disease (Adelman et al., 2014; Cheng et al., 2017). This limits the generalizability of the
literature as it fails to encompass the unique experiences faced by the military spouse caregiver
as their partner is in their care due to an injury that is both sudden, traumatic, and unique.
The research literature on military caregivers tells us some information about who they
are: they tend to be younger women with dependent age children who live with their care
recipient; additionally, they are also more likely to be part of the workforce, with varied racial,
cultural, and educational backgrounds reflecting the diversity of America’s armed forces
(Ramchand et al., 2014; Tanielian et al., 2013). Furthermore, military spouse caregivers are
facing life decisions that many caregivers in the literature have already dealt with, such as family
planning decisions, child-rearing, and tackling retirement planning (Smith et al., 2019). Military
spouse caregivers are also unique in that the overwhelming majority of their care recipients are
suffering from service-related polytrauma rather than disease or degenerative disorder (Adelman
et al., 2014; Howard et al., 2019).
Furthermore, military spouse caregivers frequently lack the many protective factors of
general caregivers described in the literature, such as lengthy committed relationships, adult
children, and well-established familial and social support networks (Adelman et al., 2014;
Savundranayagam et al., 2005). Frequently, military couples have been married for a short
period of time, typically four years or less, and their children are often of dependent age. This
creates more responsibility for the caregiver, rather than the avenues of support that adult
children can provide (National Academies of Sciences, Engineering, and Medicine, 2013;
Ramchand et al., 2014). The support and resources illuminated within the current body of
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research literature names adult children, support resources within retirement communities, and
having a caregiving network as ways to assist caregivers (AARP & National Alliance for
Caregiving, 2020).
Caregiving Tasks and Activities
Ramchand et al., (2014) found that military caregivers help their care recipients with
activities of daily living (ADLs), which are tasks necessary for basic human functioning such as
dressing, bathing, eating, and/or toileting needs (Ramchand et al., 2014). They also help their
care recipients with instrumental activities of daily living (IADLs), which are tasks that must be
done to avoid needing institutional care, such as housework, taking medication, meal
preparation, transportation, and/or coordinating medical care (Ramchand et al., 2014). These
activities are similarly fulfilled by the general caregiver population. Where military spouse
caregivers tend to differ in their caregiving is that coordinating medical care for their care
recipient involves navigating multiple, complex medical systems ensconced within various
federal government organizations that may be spread across numerous states.
Military caregivers must have a wealth of information about their care recipients to
ensure they meet the criteria for care and benefits across both the DOD and VA (U.S. Military
Health System, 2010). Many benefits and support programs are designated by nature of injury
and type of discharge from military service. Proof of this information must be organized and
submitted to multiple entities, and many times, repeatedly submitted as political tides change
with each presidential election. Politicians can greatly influence the nature of care for Post 9/11
military veterans as new programs are established and other programs lose funding (Ramchand
et al., 2014). This instability can add to caregiver burden, a term used to describe the negative
consequences of caregiving (Thandi et al., 2018). By moving to understand the unique
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experiences of military spouse caregivers, better continuity may be established in supporting
them throughout this transformative change in identity.
Risks of Caregiving for Post 9/11 Military
Spouses and Families
Financial Strain
In a study conducted on financial strain for caregivers of injured US service members,
62% of caregivers reported depleting their assets and increasing their debt due to personally
financing many of the costs of care for their partners (Van Houtven et al., 2012). Van Houtven et
al., (2012) found that the amount of debt was associated with the intensity of needs for the
injured service member; caregivers with a care recipient that had moderate needs reported
increasing their debt by an average of $15,540; those with a care recipient that had high needs
reported increasing their debt by an average of $27,576. Additionally, it was found that
caregivers of injured service members with moderate needs and those with high needs were 2.5
times and 4.6 times more likely to leave the workforce than caregivers with low needs care
recipients (Van Houtven et al., 2012). Because of the quantitative nature of the study, reasoning
and discussion behind caregivers’ decision to leave the workforce was not gathered from the
participant sample, though the researchers hypothesized that time commitment and wanting their
care recipient to have excellent care were leading causes. This presents a pressing conundrum for
policymakers as evidence suggests that caring for an injured service member causes financial
strain on caregivers and that part of the reasoning behind that may be caregivers believing paid
care does not meet good standards.
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Mental Health Concerns
Across the Dyad
Another important way in which military spouse caregivers differ from the general
caregiver population is that 64% of military care recipients in the Post 9/11 era have one or more
mental health diagnoses, with 50% holding a diagnosis of depression, twice the diagnostic rate of
their civilian counterparts (Ramchand et al., 2014). This leads to another way in which military
spouse caregivers are unique: they are more likely to help their care recipient cope with mentally
distressing situations. This may include helping their care recipient avoid triggers, deescalate
when activated, and quickly leave stressful situations. Ramchand et al., (2014) found that 75% of
military caregivers reported helping with this as opposed to 54% of civilian caregivers. Military
caregivers reported this caregiving task as a significant reason for needing to reduce their own
work hours, leave the workforce entirely, and not participate in respite care programs (Ramchand
et al., 2014). This information opens the door for reexamining resources and support that is better
tailored to the unique aspects of this caregiving task.
A study by Thandi et al., (2018) found that caregivers for injured service members with a
PTSD diagnosis scored higher on the Caregiver Burden Questionnaire than caregivers for injured
service members without a PTSD diagnosis. The study hypothesized that overall care was higher
for care recipients with a PTSD diagnosis due to helping manage the symptoms of PTSD as
discussed above, and also because of the stigma of mental health diagnoses not only within the
military and veteran community, but also society in general. Caregivers reported that a factor in
their increased caregiver burden was helping to advocate for their partner with PTSD due to
perceived discrimination by healthcare providers during their partner’s treatment (Thandi et al.,
2018).
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Additionally, caregivers completed the Maslach Burnout Inventory, a 22 item measure
that assesses burnout across three domains: emotional exhaustion, depersonalization, and
personal accomplishment. Results indicate that scores for caregivers of injured service members
with PTSD diagnoses were three times as high as caregivers of injured service members without
a PTSD diagnosis (Thandi et al., 2018). Factors within these increased scores included
heightened emotional distress for the caregiver and increased relational distress between spouse
caregivers and their care recipient partners. Discrimination against care recipients was also listed
as a distressing factor, along with the caregivers themselves facing the stigma of caring for
someone with a diagnosis of PTSD. The societal implications of these perceived stigmas was not
further illuminated and may benefit from a qualitative examination of caregivers’ experiences.
Aside from the comorbid mental health diagnoses of their care recipients, military spouse
caregivers must deal with other compounding factors for their care recipients such as substance
use issues that can intensify the complexity of their partner’s care (Ramchand et al., 2014;
Tanielian et al., 2013). Substance misuse puts injured service members at an increased risk of
other psychiatric diagnoses such as depression and anxiety, along with increased risk of suicidal
ideation, while also further exacerbating other medical conditions (Teeters et al., 2017). Despite
many programs and interventions designed by VA, substance use among veterans, to include
those injured in combat, is on the rise and continues to be a pressing health issue that leads to
relational distress with partners, especially when caregiving is a factor in those relationships
(Teeters et al., 2017).
Post 9/11 military caregivers are not only dealing with their care recipient’s mental health
concerns, but they are also at heightened risk of developing their own. In a study commissioned
by the Rand Corporation and conducted by Ramchand et al. (2014) Post 9/11 military caregivers
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were five times as likely to experience symptoms of Major Depressive Disorder, and on a
measure of anxiety symptoms, they scored significantly higher than the civilian population. The
factors that were thought to impact these high symptom reports were demands of caregiving, the
severity of their care recipient’s impairment, living with the care recipient, and lack of help in
caregiving (Ramchand et al., 2014).
Additionally, military caregivers report a higher level of physical strain than their civilian
counterparts: 40% compared to 14% (Tanielian et al., 2013). Additionally, research studies have
found that caregivers are at an increased risk of negative health outcomes such as coronary heart
disease, hypertension, lowered immune functioning, and problems with sleep (Tanielian &
Jaycox, 2008; Tanielian et al., 2013). This is likely due to myriad reasons. The literature has
found that military caregivers tend to reduce their own healthy behaviors, such as exercising,
healthy eating habits, and routine medical or dental appointments, all in the service of their
caregiving.
Ambiguous Loss
Another unique challenge to the mental health of military spouse caregivers is the
concept of ambiguous loss. Military spouses who suddenly find themselves caring for their
seriously injured service member face an experience that does not neatly fall into the stages of
grief or relational change that are widely used within the research literature (Boss, 2004). The
theory of ambiguous loss was developed by Dr. Pauline Boss (1999) and is based on the premise
that ambiguous loss is the most stressful of losses as it does not have resolution or closure and is
likely to create confused perceptions about who is in or out of a particular family and what the
roles in the family now are.
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Ambiguous loss is often felt when loved ones experience traumatic injuries, such as a
TBI, that change who they are physically, mentally, and personally. In the case of injured service
members, their partners typically experience gratitude at their service member returning home
alive, but there is also a unique and complex grief that accompanies living with their service
member’s injuries and who their service member becomes after their injuries (Boss, 2004).
Ambiguous loss creates problems in the structure of the family as roles of the service
member must change or are lost entirely. Rituals, celebrations, and routines that were the roots of
family structure are now irrevocably changed (Boss, 2004). The rest of the family must take on
new roles; in the case of Post 9/11 military spouses, the majority of them will take on the role of
primary caregiver for their injured service member partner (Ramchand et al., 2014).
Ambiguous loss is also a psychological problem as it creates feelings of hopelessness for
all involved as changes are experienced very rapidly after the onset of injury. Furthermore, the
confusion of the service member being, in the words of Boss (2004) ‘here but not here’ as they
are physically present but psychologically absent creates a block in the grief process for spouses
and family members. The advances in medicine for these types of injuries gives much hope for
the survival of injured service members, while at the same time also leaving much ambiguity
around life span, quality of life, and the amount of recovery that will be achieved.
Family members who are wrestling with these complex psychological processes
frequently report an accompanying sense of guilt as they consider who the service member is
now and what their lives will be like as they take on the identity of caregiver (Boss, 2004;
Montgomery & Kosloski, 2009). These complex processes of grief after a partner’s service
related injury are likely to be unique to military spouse caregivers as they reach out for social
support and other resources. A better understanding of the grief processes that may accompany
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the development of a military spouse caregiver identity may help to shape support programs,
thereby increasing the likelihood of participation by spouses.
Consequences of Rapid Transition
Qualitative interviews with military spouses who took on the role of caregiver for their
injured service member partner found that spouses felt isolated and estranged from both the
military community and the civilian community (Voris & Steinkopf, 2019). Overall, their
partners’ injuries resulted in a transition out of active service that left them cut off from their
former support networks of Family Readiness Groups and various military spouse membership
organizations. They also found themselves cut off from many entitlements such as commissaries,
post exchanges, and Morale, Welfare, and Recreation (MWR) programs they had utilized during
their military life. This led to financial hardship and also increased feelings of isolation and loss
of community for both military spouse caregivers and their partners. Although they and their
partners were moving into civilian life, these military spouse caregivers reported feeling
alienated from civilian community members due to most civilians’ lack of knowledge of military
life, combat experiences, and stereotypes about combat related injuries (Voris & Steinkopf,
2019). Solutions for these problems remain elusive, as American society makes general overtures
to salute military personnel for their service, while interpersonal interactions may prove more
problematic due to possible civilian held stereotypes or lack of understanding of military life and
culture.
Military spouse caregivers continue to be unique from other caregivers when their other
roles are brought to light. As caregivers, military spouses must also take on the role of supporter
and advocate and learn how to navigate a complex military medical system. This massive system
is embedded within multiple government entities such as the DOD, VA, and Department of
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Health and Human Services, along with many state and local agencies within their communities.
VA has interactive web programs that utilize sets of yes/no questions to help military spouses
understand if they qualify as a caregiver and what benefits they may receive. Though this is a
good first step in helping military spouses understand their new role, it has been widely criticized
as lacking in breadth to truly capture the diverse nature of today’s combat related injuries and the
nature of caregiving for that population (Borah & Fina, 2017; Ramchand et al., 2014; Voris &
Steinkopf, 2019).
Explanation and Implications of Current Support
Aspects of Support
The mental health concerns facing military spouse caregivers are troubling enough, but
they are compounded by the fact that only 30% of Post 9/11 military caregivers reported seeing a
mental health professional for services such as psychotherapy or psychotropic medication. Of the
caregivers who did seek mental health treatment, 80% rated their treatment as somewhat helpful
to very helpful (Ramchand et al., 2014). Through the VA’s Caregiver Support Program and the
Program of Comprehensive Assistance for Family Caregivers, military caregivers have access to
mental health care through a variety of entities to include VA Medical centers, Vet Centers, and
insurance coverage for community resources. These findings indicate that despite the high
prevalence of mental health concerns, few Post 9/11 military caregivers are seeking treatment
despite its usefulness. Furthermore, though VA and non-governmental organizations provide
access to mental health care, the majority of Post 9/11 military caregivers do not utilize those
resources. Though other studies have pointed to stigma associated with mental health diagnoses
and discrimination from healthcare professionals, more information must be unearthed on the
lack of mental treatment in this unique population.
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Another underutilized benefit within VA’s various caregiver support programs is that of
social support. Social support can come in many forms and includes structured in-person
activities that range from entirely social engagements, to retreats, support groups, education and
trainings, and peer support and mentoring. The VA Peer Support Mentoring Program utilizes
experienced caregivers as peer mentors for individuals who are new to caregiving. Modes of
social support can be in person or online and have been found to meet critical needs of military
caregivers, reducing isolation and perceived caregiver burden (Bruening et al., 2019; Ramchand
et al., 2014). Despite the known benefits of social support programs, only 24% of Post 9/11
military caregivers reported utilizing any social support programs regardless of structure or mode
of delivery (Ramchand et al., 2014). Some reasons for these low rates are hypothesized to be
geographic isolation or difficulty with time commitments. But similarly to mental health
services, more information must be gathered on why these programs are underutilized by the
caregiver population.
A caregiving network can be a crucial area of support for all caregivers. This network
encompasses family members and friends who help provide caregiving assistance. A caregiving
support network can provide a multitude of support mechanisms to both the care recipient and
the caregiver. This can include helping the care recipient with both ADLs and IADLs along with
providing respite care and emotional support to the caregiver (Ramchand, et al., 2014). Many of
these avenues of support simply cannot apply to military spouse caregivers due to their nonexistence. Ramchand et al. (2014) found that only 47% of military caregivers reported having a
caregiving network compared to 69% of civilian caregivers. Of those 47% who report having a
network, that network consisted of on average one other person that consistently provided
support. The hypotheses behind such a small caregiving network or the lack of one are the
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nomadic nature of military life, with frequent moves disrupting the establishment of social
networks (Borah & Fina, 2017; Voris & Steinkopf, 2019). Furthermore, many military personnel
and their families are stationed far from their home of origin, making it difficult for family
members to be an active part of a social support or caregiving network. A qualitative approach
that asks the military spouse caregivers themselves about the roots of the dearth of support can
provide much needed information along with illuminating pathways to address this problem.
Current Support Programs
On behalf of the Rand Corporation, Ramchand et al. (2014) completed an environmental
scan of current programs for military caregivers and found that the vast majority adhered to a
disease specific model for providing resources, the majority of which qualified as education or
training. Self-care activities, respite care resources, financial aid, and assistance with healthcare
benefits were sparse. Furthermore, the diseases for these resources were overwhelmingly
Alzheimer’s disease, dementia, cancer, or Parkinson’s disease, making them of little relevance to
Post 9/11 military spouse caregivers, whose care recipients are overwhelmingly dealing with
service-related polytrauma (Ramchand et al., 2014).
The impact of this lack of education and training can also lower the likelihood of military
spouse caregivers coming into contact with a social support community that shares their
caregiving experiences. Within the environmental scan, disease specific resource initiatives were
found for mental health issues and brain injuries, but the other most common disease specific
diagnoses for veterans: loss of limb, paralysis, vision damage, hearing damage, and chronic pain
were either not covered, or were peripherally covered under general caregiving education and
training (Ramchand et al., 2014). This made it more likely that if a military spouse caregiver was
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seeking support, it was likely in the narrow realm of education and training, and of that, it was
for general caregiving and not information specific to their care recipient’s concerns.
There are professional organizations that are attempting to make inroads with education
specifically for military caregivers caring for service members with service-related injuries. The
U.S. Military Health System (2010) has put together a guide for family caregivers of service
members with traumatic brain injury (TBI). The guide consists of common medical terms for this
type of injury and treatment, along with diagrams of the brain to help illustrate damage and
subsequent symptomology. It also provides worksheets to help caregivers manage paperwork,
information on healthcare providers, and medication for their care recipient. The last page of the
guide includes a worksheet caregivers can fill out to help them organize support for ADLs,
IADLs, finances, and legal concerns. Although this worksheet may serve to help with keeping
the military spouse caregiver organized, there are no suggestions for organizations or contact
information for any support entities. The caregivers must find their own support for all areas
entirely on their own.
In a review of governmental and non-profit support organizations for the military and
veteran community executed by Ramchand et al. (2014), only 15% of support programs
specifically targeted caregivers; 80% targeted the injured service member while providing
incidental resources to caregivers. The remaining 5% provided no resources or benefits for
caregivers (Ramchand et al., 2014). Family caregivers are more and more being considered by
VA health systems as an integral part of service member care teams. Leaving them with few
avenues of support is likely to increase caregiver burden and decrease the quality of care they are
able to provide.
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Across various government and private entities, most resource programs for military
spouse caregivers offer support through tertiary arms of an organization whose main mission is
to support injured veterans. Other support programs that are geared towards the caregivers
themselves routinely have qualification criteria that is based on the service members injuries,
time in service, and type of discharge (Ramchand et al., 2014; Van Houtven et al., 2012). It
should also be noted that service members who receive an other than honorable discharge or a
dishonorable discharge do not qualify, and by association their caregivers do not qualify for most
federal government support programs. Those military spouse caregivers are left out of support
and resources based on the actions of another individual and the criterion does not take into
account the work they are doing for their partner and the burden it may be causing. Furthermore,
by basing qualification for support services on the service member, the experience of the military
spouse caregiver is not taken into consideration. This is especially problematic when taking into
account the potential negative effects of caregiving for an injured service member. Determining a
caregiver’s access to resources based on their service member is likely leaving many military
spouse caregivers without any support.
Of the research that has been gathered on military spouse caregivers, a primary criticism
is of how secondary they are in needs met and concerns addressed. The DOD was started in 1947
as an organization that oversees the duties and welfare of all United States Armed Forces
personnel, which includes an estimated 1.4 million active duty service members and 1.1 million
National Guard and Reserve members (U.S. Department of Defense, 2020b). Furthermore,
auspices of VA started as early as the Revolutionary War under General George Washington,
and VA was confirmed as a federal administration in 1930. The mission of VA is to support all
who have served in the United States Armed Forces; VA currently serves an estimated nine
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million veterans annually (U.S. Department of Veterans Affairs, 2020a). Since the inception of
the Global War on Terror, VA has created tertiary programs for caregiver support, as military
caregivers have become a truly crucial cornerstone of care for injured service members and
veterans in the Post 9/11 era (Ramchand et al., 2014; Tanielian & Jaycox, 2008; Tanielian et al.,
2013).
Federal Support Programs for
Post 9/11 Service Members
and Caregivers
In the Post 9/11 era, the DOD has implemented the Warrior Care program, which serves
injured service members and aims to help them to recuperate and recover to return to duty or
transition to civilian life. The Warrior Care program is the service member’s first step in
determining what their life will look like post-injury. Integrated treatment teams are built around
the service member’s unique injuries and can consist of healthcare providers from a multitude of
professions. In qualitative interviews with military spouse caregivers, some have spoken to the
willingness of their partner’s integrated care team in allowing them as the spouse caregiver to be
considered part of the team as well (Voris & Steinkopf, 2019). Many times, this is at the
discretion of the leaders of the integrated care team, without official policy direction from VA.
But starting in 2017, VA partnered with the Elizabeth Dole Foundation to start the Campaign for
Inclusive Care. This campaign is a three phase initiative, a portion of which is promoting making
military spouse caregivers part of the healthcare care team as a best practice for care of injured
service members. The Elizabeth Dole Foundation supports military spouse caregivers in other
ways. It was started as a non-profit organization with the mission to empower American military
caregivers through enhancing research, policy, and awareness of these unique individuals in the
military community. Furthermore, the Elizabeth Dole Foundation works with military spouse
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caregivers to help them become advocates for veterans and caregivers both within their
communities and on a national scale (Elizabeth Dole Foundation, 2020).
The Campaign for Inclusive Care not only works to push for inclusion of spouses in
healthcare processes, it also has numerous education and trainings for healthcare providers on the
benefits of having the caregiver as part of the integrated care team and how best to implement
this. Physicians, nurses, social workers, and mental health professionals are taught ways to create
a culture of inclusivity for military spouse caregivers. Toolkits for success have been designed
for both the caregivers and VA healthcare providers that are based on sound research and work
to change the systems and culture of care provided within VA establishments (Elizabeth Dole
Foundation, 2020).
There are many benefits to including military spouse caregivers as part of a service
member’s integrated care team. Military spouse caregivers who have been made part of their
care recipient’s integrated treatment team report that it improves their relationship with their
spouse, improves their sense of confidence and agency in providing caregiving, and helps to
ensure their spouse is getting quality care unique to their injuries and recovery process (Voris &
Steinkopf, 2019). Furthermore, in a comprehensive study of military caregivers commissioned
by the Rand Corporation, Ramchand et al. (2014) found that many military caregivers reported
an increased confidence in their abilities as they worked to advocate for the care recipient across
the health systems that provide care to injured service members. Caregivers reported ‘finding
their voice’ in being an advocate for their partner, and feeling a sense of pride in their caregiving
tasks and abilities.
Additionally, the research literature has also found that some military spouse caregivers
report positive aspects of providing care for their injured service member partner. In a systematic
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review of the literature, Thandi et al. (2018) found that in reporting on caregiver burden, many
military spouse caregivers also reported a sense of satisfaction in knowing that through their
actions, their loved one was receiving excellent care. Furthermore, they reported that some
aspects of providing care to their injured service member helped increase a sense of familial
closeness through collaboration on providing care. By examining the positive impacts of
caregiving, helping professionals can increase their understanding of this unique caregiver
population and expand avenues of support.
While the Warrior Care Program is run by the DOD and is targeted to injured service
members, it has a tertiary aim to provide informational support to caregivers in the form of
brochures and online resources which give caregivers direction in finding financial resources,
education and training, and self-care. These resources often fall under and mirror other support
tools provided by other federal programs overseen by the VA (U.S. Department of Veterans
Affairs, 2020c).
The VA’s main program for caregiver support came about in May of 2010, nine years
after the attacks on September 11th, 2001(U.S. Department of Veterans Affairs, 2020c). The
Caregivers and Veterans Omnibus Health Services Act of 2010 was signed into law by the U.S.
Congress, and is the umbrella policy for the VA’s Caregiver Support Program (CSP), which
works to give family members access to the Program for Comprehensive Assistance for Family
Caregivers (PCAFP). Benefits under PCAFP can include a monthly stipend ranging from $600$2300 for the caregiver, beneficiary travel, mental health counseling, enhanced respite services,
and the possibility of health insurance and other benefits (U.S. Department of Veterans Affairs,
2020c). An important piece of the PCAFP is the training it provides military caregivers, who are
mostly family members, on the tasks and responsibilities of caregiving. Prior to the passage of
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the Omnibus Act in 2010, over half of military caregivers reported they had no training for the
tasks they needed to provide to their injured service member (Smith et al., 2019). The PCAFP is
the largest effort by the American government to train and support military family caregivers in
our nation’s history.
The financial stipend and respite care provided by the PCAFP have been reported as the
two most crucial pieces of support under the program (Smith et al., 2019). In a preliminary study
on the effects of PCAFP supports, Smith et al. (2019) found that there was not a decrease in
financial strain for military caregivers who became part of the PCAFP, as hypothesized. The
results showed that although spouses who did not work previous to their partner’s injury reported
a decrease in financial strain with the addition of the stipend, the majority of spouses had
employment and salary of some nature previous to their partner’s injury. Due to their caregiving
tasks, the majority of these spouses reported reducing their hours at work or leaving their careers
entirely, resulting in financial hardship that was not fully ameliorated by the stipend for which
they qualified.
Additionally, financial strain among many military service member and spouse dyads did
not decrease due to the service member losing their active duty salary as they transitioned out of
active service because of their injuries (Smith et al., 2019). The dyads reported that this loss of
income was also not ameliorated by the VA benefits given to the service member or the PCAFP
stipend given to the spouse caregiver.
Although the government appears to be moving towards addressing the financial strain
suffered by these military dyads as discussed previously in this literature review; the financial
support in the current programs may not be commensurate with the costs and debts accrued in
providing care for injured service members (Van Houtven et al., 2012). More information on the
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consequences of financial strain may help to galvanize policymakers on this burden that
continues to face many injured service members and their caregiver partners.
Summary
The DOD and the VA are the two largest government organizations that provide care and
support related to military personnel, and as such, the focus is placed primarily on the service
member or veteran. But as the number of service members injured in Post 9/11 military
operations continues to climb, so too do the number of military spouses who become caregivers
for their partners. The number of military spouse caregivers will only increase as the GWOT
conflicts continue into another decade and service members who have already been injured
continue to age. As these injured service members grow older, it is likely that their physical
limitations will increase and their health concerns will be compounded by age related medical
concerns, all of which will increase their needs for assistance (Ramchand et al., 2014).
In addition to this, studies on caregiving have found that the length of time a person
provides caregiving directly impacts their own health outcomes as they age (Tanielian et al.,
2013). Across the literature, military spouse caregivers are typically between the ages of 30-40,
indicating that they have much life left to live, and caregiver burden may negatively impact that
(Ramchand et al., 2014). Because the needs, experiences, and characteristics of military spouse
caregivers are unique from other caregivers in the general population, it is crucial that more
information is gathered about their lives and what they are experiencing. As such, understanding
the phenomenon of being a military spouse caregiver is the premise for the idea that more can be
done to focus on the caregivers themselves; their needs, concerns, and recommendations,
independent from their injured service member partners.
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The extremely limited research on military spouse caregivers has found them to be
unique in their identities as mostly young, diverse spouses who are dealing with the
responsibilities of employment and child-rearing within relatively new marriages or committed
relationships. Their caregiving is compounded by other unique challenges such as their increased
risk of mental health concerns, and the caregiving required for the high likelihood of their care
recipient having mental health diagnoses (Ramchand et al., 2014; Tanielian et al., 2013).
Furthermore, the financial strain and lack of social support experienced by military spouse
caregivers can increase their risks of depression, anxiety, and isolation (Ramchand et al., 2014;
Van Houtven et al., 2012). Many report not feeling supported by American society, which may
come as a sad shock to their fellow citizens. Gathering more information on their experiences
may help to better tailor programs and policies that affect this unique caregiver population,
thereby possibly increasing participation and utilization of these programs and hopefully leading
to positive outcomes.
From a social justice perspective, to truly understand the experiences of military spouse
caregivers, their voices must be centered in this discussion so that the policies that affect them
are also informed by them. Their needs can best be met through recommendations and feedback
by the military spouse caregivers themselves. This serves to promote their independence,
autonomy, and from a social justice lens, amplify their own voices, all of which are core
counseling psychology values (Gelso et al., 2014; Goodman et al., 2004). The experiences and
perspectives shared by the military spouse caregivers themselves can aid helping professionals in
better supporting and understanding them in the future.

44

CHAPTER III
METHODOLOGY
Introduction and Overview
The purpose of this study was to capture the essence of the experience of being a military
spouse caregiver; to better understand the experience of caring for a loved one who has been
injured in the armed forces. By coming to a better understanding of the experience of being a
military spouse caregiver, I hoped the findings would lead to recommendations for further
counseling psychology research and practice implications that could be tailored to this unique
and underserved population. In seeking to understand this phenomenon, the research study
addressed these two questions:
Q1

What is the essence of the change when becoming a Post 9/11 military spouse
caregiver?

Q2

What is the unique lived experience within the change in the relationships, roles,
and identities of a military spouse when they become a caregiver for their injured
service member partner?

In this chapter, I discussed the methodology for this study which encompassed my chosen
research design and paradigm, to include epistemology and theory. I also discussed the role of
the researcher, taking into account my background, how it related to the current study, and use of
bridling. There was also discussion of the standards of trustworthiness within qualitative research
and how this study aimed to meet each of those, along with ethical considerations in the
execution of this research.
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Research Paradigm and Framework
Guba and Lincoln (1994) explained paradigms as a set of principles or beliefs that help
the researcher to define the nature of the world and the relationships within it. These principles
also help the researcher to frame legitimate inquiry through determining the ontology,
epistemology, and methodology of the research. Furthermore, a paradigm serves as the
framework that will organize the study throughout the research process, providing guidance in
choosing appropriate instruments, participants, and methodology (Ponterotto, 2005).
This study employed a constructivist paradigm. The ontology of constructivism is a
relativist position that assumes multiple, comprehendible, and equally valid realities (Guba &
Lincoln, 1994). It holds the assumption that reality is constructed in the mind of the individual
rather than being a singularly external entity (Ponterotto, 2005). An individual’s reality can be
influenced both socially and experientially. Many common elements of reality can be shared by
individuals across locality and culture, but overall, it is specific to the unique and dynamic nature
of each person and how they perceive the world (Creswell, 2017). Construction of reality is not
true or false in an absolute sense, but more so alterable in that it is constantly being shaped and
affected by internal and external factors at play within and around each individual person (Guba
& Lincoln, 1994). Constructivism holds that the goal of understanding within research is to
search for it in the experiences of those who live it every day (Wertz, 2005). Additionally, the
essence of the phenomenon under investigation may, initially, be outside the awareness of the
participant, but can be brought into awareness through qualitative investigative methods
employed by the researcher (Ponterotto, 2005; Wertz, 2005).
The constructivist belief that there are multiple, comprehendible realities lent itself well
to the purpose of this study: understanding the lived experience of military spouse caregivers.
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The road to becoming a military spouse and then a military spouse caregiver is as widely varied
as the diverse individuals who hold those identities. In seeking to understand their experiences
through a collaborative researcher-participant relationship, the notion that reality is either true or
false is rightly set aside in favor of the constructivist position that reality is shaped by the
individual and their exposure to systems and contextual factors. It is through the interaction of
the investigator and the object of investigation that the deeper meaning, or essence of the
experience can be discovered (Ponterotto, 2005).
The epistemology behind constructivism is the belief in the transactional nature of human
interaction (Guba & Lincoln, 1994). For this study, the researcher and the participant were linked
within a human transaction that created the findings as the interaction progressed. Because this
human interaction influenced the reality of both the researcher and the participant, the findings
were subjectively discerned throughout the study.
Constructivism also espouses a hermeneutical approach that maintains that meaning is
hidden and must be brought to the surface through dialogue and reflection (Wertz, 2005). A
hermeneutical approach also emphasizes experiences as both idiographic and emic. The
idiographic inquiry recognizes the participant as a unique, complex entity. Furthermore, emic
constructs helped to focus the research foremost on the individual actions and reality of each
participant, and then took sociocultural context into account (Ponterotto, 2005).
Methodology and Research Design
The purpose of this research study was to illuminate and understand the experience of
being a military spouse caregiver. This phenomenon is not well known or understood in
psychological research, thus a qualitative research approach could help to bring new knowledge
to the foreground (Morrow, 2005; Ramchand et al., 2014). Furthermore, the core assumptions of
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qualitative research seamlessly dovetailed with the purposes of this study. The core assumptions
and characteristics of qualitative research are to study individuals in the natural world, learn
about the meanings that people make of their experiences, investigate individuals in social
interaction and in context, and report results of research in the everyday language of participants
(Morrow, 2005; Polkinghorne, 2005). The structure and nature of this study’s data collection
method, in depth interviews, focused on the meanings military spouse caregivers have assigned
to their unique experiences, taking into account the contextual factors they come into contact
with and the systems they are within.
Qualitative research methods are able to delve into complex experiences and illustrate the
multifaceted nature of human phenomena (Morrow, 2005). Additionally, the qualitative
approach of phenomenology has in its purpose to grasp the nature of an experience by finding
commonalities among a number of individuals who are within a shared phenomenon (Creswell,
2017; van Manen, 1990). Because this study looked to delve into the complex human experience
of becoming a military spouse caregiver, a qualitative phenomenological approach was used to
illustrate the multifaceted nature of this human phenomena (Morrow, 2005).
Phenomenological methods are scientific in nature as they are methodical, systematic,
crucial, general, and potentially intersubjective (Wertz, 2005). Furthermore, Wertz (2005) states
that qualitative phenomenological research is based on the methodological principle that
scientific knowledge begins with a fresh and unbiased description of its subject matter.
According to Giorgi (2009), phenomenology has its roots in the works of the philosopher
Edmund Husserl (1859-1938). Husserl formulated scientific methods that are uniquely

fashioned to assist psychological researchers in the investigation of human experience and
behavior (Wertz, 2005). Husserl believed that the psychological researcher must properly
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prepare themselves before beginning investigation. He proposed two procedures, referred to as
epoches, that help the researcher to combat subjectivity by suspending certain knowledge and
beliefs.
The first is the epoche of natural sciences which dictates that the researcher suspend their
scientific knowledge of theory, hypotheses, and conceptualizations of the subject matter (Giorgi,
2009). This setting aside of prior scientific assumptions, in Husserl’s estimation, helps the
researcher to fully enter the world of the participant as it exists in everyday life. It is not
abandonment of scientific knowledge, but a move away from the subjectivity that may come
with pre-ordained knowledge (Giorgi, 2009; Wertz, 2005).
The second is the epoche of the natural attitude which compels the researcher to suspend
their own values, beliefs, and experiences when entering into the world of the participant
(Giorgi, 2009). This allows the researcher to reflect on the meanings that are assigned to
experiences by the participant, free from interpretation by the researcher (Giorgi, 2009, 2012).
Again, this is a methodological procedure used to combat subjectivity and ensure trustworthiness
and rigor throughout the study (Morrow, 2005; Wertz, 2005). Both epoches fall into the
qualitative category of bridling, which are discussed in depth within this chapter.
Through these epoches, the researcher prepares themselves for what Husserl referred to
as the phenomenological psychological reduction. The idea behind this reduction is for the
researcher to empathically enter the world of the participant in order to apprehend the meanings
of their world that are assigned from their point of view (Giorgi, 2009). This focus on the
experience of others, with the abstention from bias on the part of the researcher, is the action
necessary to achieve what Husserl viewed as the phenomenological psychological reduction.
Within phenomenology, this allows the researcher to strive to describe the phenomenon as
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accurately as possible without personal input or interpretation that may dilute the data gathered
from the participants (Giorgi, 2009; Wertz, 2005).
This abstaining from interpretation is further explained by Giorgi (2009) who stated that
interpretation by the researcher adds outside elements to the data, such as assumptions,
insinuations, or theories that were not given by the participant, which may weaken the essence of
the phenomenon. Giorgi’s (2009) descriptive phenomenology was employed in this study in
order to attempt to describe the experiences of the participants as accurately as possible, free
from interpretation by the researcher.
Descriptive phenomenology is both relativistic and holds to a constructivist paradigm,
which parallels the paradigmatic framework that I chose as the researcher. Constructivism holds
that humans do not create meaning, they construct meaning (Guba & Lincoln, 1994). Thus,
human experience is subjectively created by the individual and there is no one, objective,
observable truth, but there may exist commonalities amongst individuals that can describe the
general perception, or phenomenon of a given experience (Guba & Lincoln, 1994). As a method,
descriptive phenomenology seeks to discover these commonalities amongst individuals in order
to unearth the essence of the phenomenon. In Husserlian philosophy, the intuition of the essence
is referred to as the eidetic reduction. This method is neither inductive or deductive as the

researcher works to capture the unique characteristics of each experience while clarifying the
common meanings of the subject matter, in this study, the experience of being a military
spouse caregiver (Giorgi, 2009). The idea behind the eidetic reduction is to approach the
concrete stories given by the participants within a paradigmatic framework so that there is
structure to reducing the stories to their essence (Giorgi, 2009; Wertz, 2005). The meanings

50
constructed by participants can be extracted hermeneutically as descriptions via dialectical
interaction of the researcher and the participants.
Descriptive Phenomenological
Procedure
As the descriptive phenomenological researcher, I followed structured steps that allowed
for critical thinking, creativity, and reflective decision-making (Giorgi, 2009). This
phenomenological research project first began with the identification of a psychologically
relevant topic, which in turn led to the definition of the research problem, formulation of
research questions, and goals for the study. As the qualitative researcher, I then identified,
screened, and selected human participants whose life-world involved the phenomenon under
investigation and who were in the position to provide revelatory information about the
phenomenon (Ponterotto & Grieger, 2007).
I gathered data through semi structured interviews with the participants where they each
were given a descriptive task with a specific focus on the phenomenon in question. Despite this
focus, as the qualitative researcher, I remained open to the content the participant deemed most
relevant. The primary source of data gathering in this descriptive phenomenological study, semistructured interviews, are most useful when the research topic is complex, and may be made up
of subtle features that do not spontaneously emerge through discussion with the participant
(Giorgi, 2009). Furthermore, superior phenomenological data is characterized by concreteness;
the descriptions given by the participants reflected the details of their lived experiences rather
than opinions, inferences, or generalizations about the phenomenon as a whole (Wertz, 2005).
These subtle traits and complexities were characteristic of the phenomenon under investigation
in this study, the experience of being a military spouse caregiver; which provided further support
that descriptive phenomenology was the best research approach.
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As the semi-structured interviews were completed with initial participants, the researcher
continued to gather participants until saturation was reached. Within qualitative phenomenology,
Dukes (1984) recommends three to ten participants and Polkinghorne (2005) recommends a
minimum of four participants. These are considered recommendations because in qualitative
research a concrete formula for saturation does not exist (Wertz, 2005). In regards to saturation,
it is crucial for the qualitative researcher to employ critical reflection in considering the research
problem, the quality of data heretofore gathered, and the value of the emerging findings. The
qualitative researcher will know that saturation has been reached when analyses of participants’
descriptions become redundant, and new themes no longer make themselves known
(Polkinghorne, 2005).
Descriptive Phenomenological
Data Analysis
Giorgi (2009) delineated four steps that are necessary for sound descriptive
phenomenological data analysis; all of which were applied to the current study. First, the
descriptions gathered from participants were read in their entirety in order to grasp a sense of
their experiences as a whole. Secondly, the descriptions were reread multiple times in order for
myself as the researcher to begin to demarcate spontaneous shifts in meaning, referred to as
meaning units, throughout the participants’ shared experiences. As analyses continued, I paid
special attention to the phenomenon under investigation by employing the phenomenological
psychological reduction as discussed above. Third, I reflected on each meaning unit individually
in order to understand what it revealed about the greater phenomenon under investigation. Also,
special attention was paid to what psychological insight the meaning units may have provided
about the phenomenon. Lastly, the reflections and insights gathered from like meaning units
were then synthesized into consistent statements that expressed meaningful psychological insight
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into themes that were common across all participants’ experiences. These themes were then
discussed in a descriptive narrative that is made available to the general public for inspection and
consumption (Giorgi, 2009, 2012; Wertz, 2005).
Reflexivity
The discussion of epoches above speaks to the importance of the qualitative concept of
researcher reflexivity. Qualitative researchers recognize that the very nature and processes of
data collection and the information therein is grounded in subjectivity (Morrow, 2005). Because
of this, researchers must attend to reflexivity throughout the research process by using particular
strategies to recognize and monitor for their own biases, values, and assumptions within the
phenomenon being investigated. In qualitative research, this is an integral part of managing
subjectivity. Reflexivity is an ongoing pursuit throughout the research process that is grounded in
self-awareness and self-reflection (Morrow, 2005).
Phenomenological research uses the term bridling to describe the critical self-awareness
employed by the researcher as a way to work towards subjectivity (Vagle, et al., 2009). Part of
bridling is making the reader aware of the researcher’s background and experiences surrounding
a phenomenon and the beliefs they hold so that the reader may be fully equipped in judging the
rigor and accuracy of the findings (Morrow, 2005; Wertz, 2005). In the following section, I have
described my background within the phenomenon, which was the first step in the ongoing
process of reflexivity and bridling within this study.
Description of the Researcher
As the researcher, I recognized that my own background and experiences could have
influenced the examination of the participants’ experiences. I hold the identities of a Caucasian,
heterosexual, cisgender, American woman, and thus recognize the ways in which those identities

53
have influenced my ways of moving through and participating in the world. Most relevant, I held
the identity of military spouse for 10 years while my husband was in active service in the Post
9/11 era; after he retired, I came into the identity of veteran’s spouse. I recognized that there
were many ways this identity has influenced my life. During my husband’s time on active duty, I
lived within military installation communities amongst fellow military spouses and families. The
support and camaraderie I experienced during this period of my life was very meaningful to me
and helped to shape me in many of my identities as a spouse, parent, and American. I saw
firsthand the incredible strength and resilience of the military spouse community as these people
faced sending loved ones off on dangerous assignments abroad while facing the arduous tasks of
single parenting and taking part in a marriage splintered by great geographic distances. I
experienced the hardship and sorrow of frequently leaving meaningful social support networks
due to changes in duty stations, and the isolation of moving to new places and also living outside
of America, my home country. I myself faced these tasks as my spouse fulfilled many duties
overseas, including combat deployments. I am proud of the service we have both given to our
country and grateful for the service given by fellow military spouses and their partners. I
recognized that I entered into this study monitoring for and striving to bridle those experiences
and their subsequent assumptions.
This study focused on participants whose service member partners received significant
injuries while in combat that qualified them for VA disability ratings of 40% or higher, which
signifies the injury(ies) resulted in a handicap that an individual will not be able to successfully
overcome within the remainder of their lifetime (U.S. Government, 2008). Furthermore,
participants must have provided caregiving for their partners by completing multiple activities of
daily living (ADLs) and/or instrumental activities of daily living (IADLs) which are discussed at
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length in the inclusion criteria below. In terms of bridling, I did not and do not hold the identity
of military spouse caregiver, nor did I meet the inclusion criteria for my study. Thus, I was
outside the unique phenomenon examined in this study. Since as the researcher, I was outside the
phenomenon being studied, it was further evidence that Giorgi’s (2009) descriptive
phenomenological approach was the most appropriate for this study as opposed to other
phenomenological approaches that ask the researcher to become part of the phenomenon, such as
that of Moustakas (1994).
Role of the Researcher
My role as the researcher in this qualitative study was that of the knower to the known
(Morrow, 2005; Ponterotto & Grieger, 2007). My role was that of the inquirer, or learner,
seeking to gather the experience of the participant and reveal the meaning of those experiences in
a hermeneutical approach in the hopes of providing a better understanding of what it means to be
a military spouse caregiver (Giorgi, 2009). I relinquished the role of the expert in favor of
emancipatory interest, which resides in a democratic form of communication without the
imposition of the researcher’s dominant discourse (Morrow, 2005). In the role of the learner, I
sought a collaborative relationship based on the counseling psychology values of egalitarianism,
focus on strengths, social justice, and multicultural awareness (Gelso et al., 2014; Morrow,
2005).
Research Participants
In order to explore the phenomenon of being a military spouse caregiver, a group of
participants was individually interviewed. Polkinghorne (2005) states that the participant group
must be heterogenous and have a minimum of four individuals. The researcher will interview

55
participants until saturation is reached; this happens when themes among participants become
redundant (Polkinghorne, 2005; Wertz, 2005).
Participants had to meet several inclusion criteria: they had to be part of an intact marital
dyad recognized by the Department of the Defense. This included heterosexual and same-sex
couples. The dyad must have cohabitated for at least three months prior to the service member’s
deployment to ensure establishment of roles/identities before the onset of the injury. The service
member must have been honorably or generally discharged with an injury sustained in the Post
9/11 service era that qualifies them for at least a 40% disability rating by the VA. Their ability to
complete ADL and/or IADLs must have been markedly limited to the point that they required
caregiving, along with their inability to fulfill their military duties, and thus their job. Individual
participants for this study had to identify as the primary caregiver for their injured service
member partner. They also had to be a legal adult with the ability to consent themselves into
research.
Exclusion criteria included those individuals who did not reside with their partner, such
as injured service members who lived in long term care facilities. Individuals who were legally
separated, preparing for divorce, or those who were already divorced from their service member
partner were excluded. Additionally, individuals experiencing active suicidal ideation that
required active and immediate interventions were also excluded. In the ethical interests of
protecting against dual relationships, any individual or their partner who had a previous
relationship with the researcher was excluded.
Procedures
An application was submitted to the University of Northern Colorado (UNC) Institutional
Review Board (IRB) prior to any data being gathered. This ensured that the use of human
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participants in this study could meet all pertinent ethical guidelines. It also showed that the
research was guided by official university protocol and met the rigorous requirements of an
ethically sound study.
Participant Recruitment
Brief screenings were performed on each participant to determine whether they met the
inclusion and exclusion criteria of the study. In keeping with a qualitative inquiry approach,
participant selection was purposeful and criterion related (Morrow, 2005; Patton, 2002).
Participants were deliberately, as opposed to randomly, selected based on the criterion of
experiencing the phenomenon under study: the experience of being a military spouse caregiver.
Purposeful and criterion selection of participants allowed for the most information rich data
possible (Morrow, 2005; Patton, 2002). Participants continued to be selected until saturation was
reached; this became apparent when no new themes emerged within the data (Polkinghorne,
2005).
Participants were recruited from multiple avenues of contact. I recruited through the
social media sites Facebook and Instagram, seeking out interested, qualifying individuals and
making contact with multiple support groups for veterans’ spouses. Through public posts and
electronic delivery of recruitment fliers, I included information about the study, myself as the
researcher, and my IRB approval. I contacted the Warrior Transition Battalion’s (WTB) Family
Readiness Group at Fort Carson, Colorado, the Elizabeth Dole Foundation, the American
Legion, Veterans of Foreign Wars, University of Northern Colorado’s Veterans Services,
Colorado State University’s Veterans Services, along with other organizations that assisted with
transition out of active service.
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Because the participants being sought for this study were spouses and not active duty
military members, there was no need for DOD IRB approval. Due to the Covid-19 pandemic, I
was unable to place physical fliers in any healthcare facility or group meeting locations. Instead,
I emailed out fliers and posted them on discussion threads and electronic message boards for
various veteran and caregiver support organizations. Fliers were sent out to 15 different service
and veteran related entities across the country along with emailing fliers to 18 different
individuals across America who had a public social media presence that shared their story of
being a military spouse caregiver. On the fliers, the study and its purposes were described, along
with disclosure of IRB approval and a link to a Qualtrics survey with questions to determine if an
individual qualified for the study. This was a useful tool as many respondents failed to meet
criteria of their spouse having at least a 40% VA service connection or needing a full time, daily
caregiver.
I also contacted the Dole Caregiver Fellows, a program through the Elizabeth Dole
Foundation that recruits individuals who are caregivers of active military members and veterans,
who hail from diverse backgrounds across the nation. Among their duties as Fellows, they agree
to serve as advocates and representatives for the Elizabeth Dole Foundation. Furthermore, these
individuals agree to participate in research during their year of service, such as the semistructured interviews that were pursued in this study. This included making contact with past and
present Dole Caregiver Fellows, individually. Lastly, once initial participants were gathered,
snowball sampling was also utilized to increase the size of the participant pool (Patton, 2002).
In total, 10 potential participants were recruited across the aforementioned avenues. Six
participants met all inclusion and their participation in an individual interview was requested.
Three participants were screened out: one individual had a prior relationship with the researcher,
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a second individual’s partner had less than a 40% VA service connection, and a third individual
was separated from their spouse and going through divorce proceedings. A final potential
participant met all inclusion criteria but during the informed consent process decided against
participation due to worries about their identity being discovered. Despite assurances from the
researcher on the importance of confidentiality and a thorough explanation of the informed
consent document, the individual ultimately declined to participate.
Setting
Due to the Covid-19 pandemic, the setting for interviews had to be radically adapted. Due
to social distancing guidelines and discouragement of individuals from other households
gathering indoors together, all interviews were conducted via Google Meet video conferencing
from January 22nd to May 1st, 2021. The interviews took place between the participant and the
researcher, and they lasted one to two hours, and were recorded using an audio recorder. Because
of the use of video conferencing technology, I, as the researcher, was able to meet with
participants over great geographical distances. All video call interviews were in adherence to the
American Psychological Association (APA) telepsychology guidelines (APA, 2013). These
guidelines helped to provide an ethical and practical foundation for recording the interview and
ensuring the participants could give informed consent for recording.
Informed Consent
Informed consent forms were given to each participant prior to the commencement of
data collection. Informed consent outlined the purpose and description of the study, what
participation in the study would include, limits to confidentiality, risks and benefits, and also that
participation was voluntary and could be withdrawn at any time. Multiple participants had many
questions about the measures that would be taken to ensure confidentiality. Two participants
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requested that their ages and living locations be given in broad terms as they feared that the
combination of information, to include their partner’s constellation of injuries, branch of service,
and their own demographic information would be enough pieces to provide the ability to
positively identify them. They noted that the number of Veterans with these types of servicerelated injuries is not very robust, and that if they were identified, their negative experiences with
healthcare providers and military hierarchy could be traced back to them with the possibility of
negative consequences, or even retribution. Given these concerns, more steps were taken to
ensure confidentiality to include using age ranges, large geographic areas for location, and brief,
broad explanations of partners’’ casualty events and injuries.
Additionally, within informed consent, contact information for myself, and the UNC
Office of Research was also provided to each participant. As the researcher, I also recognized my
singular role in this study. I did not offer counseling services to participants during the interview
but provided referrals when it appeared to be prudent. If at any time it appeared a participant
could be at risk, I was prepared to cease with the interview questions and perform a risk
assessment in the interests of the participant’s personal safety and provide referrals. This
preparation was in keeping with APA ethical standards, but fortunately was not needed as no
participants disclosed risk to self or others at any time during their interviews.
Data Collection
According to Guba and Lincoln (1994) the data collection method is based on how the
researcher wishes to gain knowledge. In this descriptive phenomenological study, as the
researcher, I recognized that the participant was the expert on his, her, or their own life. The
constructivist approach that was taken recognized that participants assign meaning to
experiences in their lives, and that by using language as a tool, I could mine those experiences
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for the attached meaning. Those meanings may not be consciously known to the participant but
through a hermeneutical approach, they could be revealed (Giorgi, 2009; Morrow, 2005).
The nature of data that were collected were responses from the participant that took place
within the one to two hour interview with myself. No forms of deception were used within the
research study. Participant checks were utilized to ensure standards of trustworthiness while at
the same time providing an opportunity for ongoing debriefing. Input received from the
participant was integrated into the study results. At the culmination of the study, results were
shared with the participant in the form of a written document. This was in the interests of
respecting the participant’s personal autonomy and for research transparency, as well as member
checks.
The interviews were recorded and stored on the researcher’s laptop which had multiple
layers of password protection. The researcher was the primary person with access to the raw data
along with the research advisor for the study. Signed consent forms and data will be kept for a
period of three years. Written data was deidentified and pseudonyms were used in place of real
names, and detailed identifying information such as names of specific medical centers or specific
military units were not used in the written narrative. This was done as a best practices effort on
my part, as the researcher, to maintain the participant’s confidentiality, but total anonymity was
not guaranteed. All data will be destroyed after 3 years.
Data Analysis
The process of Giorgi’s (2009) descriptive phenomenology outlines clear steps for data
analysis beginning with transcribing the interview and reading through it to have an overall sense
of the description as a whole. The recording and transcribing enables the researcher to revisit the
text many times. The phenomenological approach begins holistically, by reading the
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participants’ descriptions in their entirety to grasp the whole of the experience. Then, the
description will be reread using the phenomenological psychological reduction, in order to
demarcate meaning units throughout the description (Giorgi, 2009).
Meaning units were assigned whenever there was a significant shift in meaning within
the transcription of a participant’s experience (Giorgi, 2009; Wertz, 2005). Meaning units were
comprised of textual descriptions, such as personal quotations, series of events, and narratives of
reactions, emotions, and real world effects experienced within the phenomenon under study.
Also, meaning units included structural descriptions, which gave explanations from each
participant of the unique settings, societal and cultural locations, and other contextual factors
related to themes. Assigning meaning units allowed for common themes to emerge that provided
a structured description of what it means to be a military spouse caregiver. As these
commonalities emerged, they were then synthesized to form a psychological structure of the
experience which encapsulated what was described as the essence, or phenomenon of the study.
These methods fit this study because it used reductions first described by the philosopher
Edmund Husserl. The focus placed on another’s experience is what Husserl referred to as the
phenomenological psychological reduction (Giorgi, 2012). The focus on the psychological
allows the researcher to reflect on and describe the meanings of lived-through experiences, while
bridling their own values, beliefs, and experiences (Giorgi, 2009; Morrow, 2005; Wertz, 2005).
Husserl also described the eidetic reduction, or the intuition of essence, which asks the researcher
to descriptively clarify the meanings of a situation that was lived through and experienced by
another. In descriptive phenomenological studies, the researcher does not reduce participants to
the facticity of their experiences, but instead reflects on and describes the participants’ vast
potential for meaningful relations to the world (Giorgi, 2009; Wertz, 2005).
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Standards of Trustworthiness
Within qualitative research there are four standards for trustworthiness: transferability,
credibility, dependability, and confirmability (Levitt et al., 2017). This study sought to address
each standard of trustworthiness to ensure a rich, detailed study that was rigorous, ethical, and
just.
Transferability
Transferability refers to the extent to which the reader is able to generalize findings of the
study to his or her own context. The researcher must give sufficient information about self
(bridling), context, processes, participants, and researcher-participant relationships to enable the
reader to decide how the findings may transfer (Morrow, 2005). Given the typically small sample
sizes within qualitative research, generalizing of findings is not done in the traditional senses
(Morrow, 2005).
In order to ensure transferability in this study, I gave explicit information about myself
through the reflexivity section of the study and a robust explanation of the role I would take as
the researcher. Further, I gave descriptions of my own identities and background, and the efforts
I was making to keep these from influencing my role as the researcher. In the phenomenological
approach, this is referred to as bridling. Additionally, I utilized debriefing with both my research
advisor and my peer review partner to share reactions I was having to the research process and
be provided with support to ensure the strongest bridling possible.
Also, explicit information was given about where the interviews were done, the length of
time, and the broad questions that were asked of each participant in order to understand the
phenomenon under examination. The process of data analysis, described by Giorgi (2009) was
made explicit to the reader. An overall deidentified description of the participants was provided,
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such as age and demographic information, the nature and prognosis of their partner’s injury,
along with thick descriptions (Guba & Lincoln, 1994; Morrow, 2005). This was done with strict
adherence to the APA’s (2017) ethical guidelines on confidentiality in research. The various
researcher-participant relationships were described within the analyses of data along with an
explanation of descriptive phenomenology’s approach to describing data, absent from researcher
interpretation.
Credibility
Credibility refers to the idea of internal consistency, where the core issue is ensuring
rigor within the research process and making those steps explicit to the reader (Levitt, et al.,
2017). Credibility can be achieved by prolonged interview engagements with the participants, the
use of peer debriefers or peer researchers, researcher reflexivity, and participant checks (Guba &
Lincoln, 1994; Morrow, 2005). Credibility is also enhanced by a thorough description of source
data, or thick descriptions: rich, detailed accounts of the participants’ experience with the
phenomenon and also the contexts within which the experiences occurred (Morrow, 2005;
Ponterotto, 2005). The term ‘thickness’ relates to the multiple layers of culture and context in
which all human experience is embedded (Ponterotto, 2005).
This study ensured credibility by the use of prolonged engagement with the participants.
Interviews were not brief, and the researcher used the interview to also make observations about
the participant, enriching the thick descriptions, which were used as a tool to ensure credibility
and become part of triangulation (Morrow, 2005; Ponterotto, 2005). The multiple layers of thick
description also took into account the various cultures, such as culture of origin or military
community culture, and the contexts within which all human experiences are embedded. After
the data was analyzed and themes were delineated, participant checks were used by sending each
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participant a one page word processing document with an overview of themes and the essence
that emerged from their transcribed interviews. The response rate for participant checks was
100% and each participant affirmed the themes and essence of the phenomenon illuminated
within data analysis. Their feedback was integrated into the themes and description of the
phenomena (Giorgi, 2009; Morrow, 2005; Wertz, 2005).
Dependability
Dependability deals with the core issue of the way in which a study was conducted
should be consistent across time, researchers, and analysis of techniques (Levitt, et al., 2017).
This means that the process through which findings are gathered should be explicit and as
repeatable as possible. This is accomplished through carefully tracking the emerging research
design and through keeping an audit trail, or a detailed chronology of research activities and
processes, influences on the data collection and analysis, emerging themes, categories or models,
and analytic memos (Morrow, 2005). The audit trail may then be examined by peer researchers,
an advisor, or colleagues in the field (Morrow, 2005).
This study ensured dependability by carefully tracking the process of the research study
through an audit trail. Chronology of participant selection, interviews, researcher reflexivity, data
analysis, participant checks, and completion of the study were all tracked in order to give a time
frame for the length of the study (Morrow, 2005). A deidentified list of individuals who were
interested in participating was also kept within the audit trail along with the screening process for
individuals who met inclusion criteria and those who did not and were thus excluded. A list of
semi-structured interview questions that helped to orient the participant with the phenomenon
under examination, the experience of being a military spouse caregiver, were used with each
participant and made available to the reader. Giorgi (2009) gives detailed steps for the process of
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data analysis within the descriptive phenomenological approach. This was also made available to
the reader. The audit trail was shared with both the research advisor and the peer review partner
as a way to ensure rigor in the procedures of the study and effective bridling (Morrow, 2005).
Confirmability
Confirmability is based on the acknowledgement that research is never objective. It
addresses the core issue that findings should represent as far as humanly possible the situation
being researched rather than the beliefs, preferred theories, or biases of the researcher (Guba &
Lincoln, 1994; Morrow, 2005). It is the idea that the integrity of the findings lies in the data, and
that the researcher must adequately tie together the data, the analytic process, and the findings in
such a way that the reader is able to confirm the adequacy of the findings (Morrow, 2005;
Polkinghorne, 2005).
The approach used in this study helped to ensure confirmability throughout the research
process. Giorgi’s (2009) descriptive phenomenology implores the researcher to intentionally
bridle values, biases, and professional knowledge during the gathering of data in order to remove
the researcher as much as possible from the phenomena. As the researcher, I bridled personal
background and experiences in relationship to the phenomenon under investigation, the
experience of becoming a military spouse caregiver. I was able to do this by writing down
reflections from my experience and opportunities for bridling in the audit trail journal, all of
which were made available and discussed with the research advisor and peer review partner for
the study.
The tenets of confirmability also ensured that the researcher was moved to give thick,
rich, detailed descriptions of the phenomenon, rather than the researcher’s own interpretation of
the phenomenon (Giorgi, 2009, 2012). Once themes were extracted, participant checks were
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utilized as another way to prevent researcher subjectivity from coloring the results. As described
above, an audit trail was also used (Morrow, 2005). The data, its analysis, and the resulting
findings were all made available to the reader in a detailed, chronological way. This could help
the reader to confirm the adequacy of the findings (Morrow, 2005; Wertz, 2005).
Summary
For this research study, I employed a descriptive phenomenological approach for the
purpose of revealing the phenomenon of becoming a military spouse caregiver. The theoretical
framework that guided the study was a constructivist paradigm that posited that there is not a
single identifiable reality, but multiple comprehendible realities that exist for individuals who
create them as they assign meaning to their experiences. I gathered data through in depth, semistructured interviews with participants who met specific inclusion criteria. Data was analyzed
according to Giorgi’s (2009) descriptive phenomenological approach. I employed multiple
strategies to ensure the standards of trustworthiness: dependability, credibility, confirmability,
and transferability (Levitt et al., 2017). Some of those strategies included using a reflexive
journal, audit trail, bridling peer review, and participant checks.
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CHAPTER IV
FINDINGS
Introduction
In this chapter, I have shared the findings of this study: the essence of the experience of
becoming a military spouse caregiver. Numerous themes emerged during descriptive
phenomenological analysis of each interview, which were reflected across participants. In the
following paragraphs, I have described the themes, subthemes, and essence of the phenomenon
that all converge at the heart of the research questions for this study: a.) what is the unique lived
experience within the change in the relationships, roles, and identities of a military spouse when
they become a caregiver for their injured service member partner, and b.) what is the essence of
the change when becoming a Post 9/11 military spouse caregiver? The description of themes are
supplemented by examples from the participant’s lives and at times, statements directly quoted
from their interviews. Brief explanations of background and identities for themselves and their
partners are given to provide context, but respect for their privacy took precedence. All names
used in the following chapters are pseudonyms. Names and locations of military installations,
rehabilitation facilities, and residence areas have been purposely omitted.
Due to the global COVID-19 pandemic that was unfolding during the execution of this
study, in person interviews were deemed inadvisable per local, state, and federal guidance.
Because of this, video conference calls were used instead. In an effort to widen the participant
pool, recruitment requests were sent out across the country. Though lack of in person interviews
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likely created limitations in formation of the researcher/participant alliance and ability to broadly
gather non-verbal observations, having participants from many different areas of the country was
an added strength. All interviews were completed in a one on one video call setting, following
the APA (2013) telehealth guidelines. Informed consent was completed prior to all interviews
and electronically signed documentation was submitted by all six participants.
Demographic Data
Six participants were interviewed for this study. They all identified as heterosexual,
cisgender, Caucasian, American women. They met all inclusion criteria to include being married
to an American service member who was injured during military service in the Post 9/11 era.
Further, each participant identified as the primary caregiver for their partner, describing multiple
activities of daily living (ADLs) and instrumental activities of daily living (IADLs) that they
completed every day. During the informed consent process and discussion of confidentiality,
multiple participants asked that their ages and living locations be specified in broad ranges and
terms as an added layer of confidentiality. In the interests of respecting their autonomy and
adhering to their wishes, these requests were honored.
The ages of the participants ranged from late twenties to early forties; the lengths of their
marriages ranged from six to 18 years; their time as caregivers ranged from five to sixteen years.
All women grew up in and lived in the continental United States. The partners of every
participant suffered polytrauma as a result of blast exposure from either improvised explosive
devices or artillery devices during active duty service. Each service member partner participated
in recovery and rehabilitation programs at various military hospitals, polytrauma rehabilitation
centers, and VA medical centers across America. Five of these gentlemen suffered limb loss of
one or more extremities; two gentlemen lost their eyesight; three suffered severe burns over 40%
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or more of their bodies; all six were diagnosed with varying levels of traumatic brain injury
(TBI), and post-traumatic stress disorder (PTSD), and one gentleman was actively living with
substance use disorder. Their VA service-connected disability ratings ranged from 80-100%. The
following is a brief description of each participant and their partners.
Amelia was between the ages of 30-35, residing in the Northwest when her interview
took place. She identified as a wife, caregiver, and mother. Her husband Jay, a Marine Corps
veteran, was injured when an IED blast launched him into a nearby vehicle, resulting in massive
head trauma. His recovery included many neuro and reconstructive surgeries along with a long
and arduous rehabilitation. He has been diagnosed with TBI, PTSD, and substance use disorders.
He also deals with chronic pain as a result of his injuries.
Brooke was between the ages of 25-30, living in the South, at the time of her interview.
She identified as a wife, caregiver, and mother. Her husband Brian, an Army veteran, was
injured in a heavy artillery blast that caused limb loss, vision loss, severe burns, TBI, and PTSD.
His rehabilitation journey was spread over the course of five years at multiple locations
throughout the country. His care is ongoing through VA and community care providers.
Elizabeth lived on the West coast and was in the age range of 35-40 at the time of her
interview; she identified as a wife, caregiver, and mother. Her husband Shane was an Army
veteran who was injured in an IED blast while on deployment. His injuries included limb loss,
severe burns, TBI, and PTSD. His recovery journey included years of reconstructive surgeries
and rehabilitation efforts at numerous locations across the country.
Helen was between the ages of 40-45, living in the South, when she was interviewed. Her
identities included wife, caregiver, and mother. Her husband, Mike, was an Army veteran who
was exposed to an IED blast while on a deployment. His injuries included limb loss, TBI, severe
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burns, and PTSD. They have worked tirelessly for years to ensure Mike receives the
reconstructive surgeries, rehabilitation, and accessibility components necessary for their life
following his injury.
Mara was between the ages of 40-45, residing in the Midwest, at the time of her
interview. Her identities included wife and caregiver. Her husband, Victor, was a Marine Corps
veteran who was injured in an IED blast. This resulted in polytrauma that included TBI, limb
loss, vision loss, severe burns, and PTSD. For years, Mara has also worked tirelessly to ensure
that her husband can have access to the reconstructive surgeries, rehabilitation, and accessibility
components necessary for their life following his injury.
Sarah was between the ages of 30-35, residing in the Midwest, at the time of her
interview. She identified as a wife, caregiver, and mother. Her husband, Ben, was an Army
veteran who was exposed to an IED blast. He received polytrauma to include limb loss, severe
burns, TBI, and PTSD. His recovery and rehabilitation have spanned years and his care is
ongoing through VA and community care providers.
Table 1.
Participant Data
__________________________________________________________________
Participant
Age range
Partner
Branch
Race
Gender
Amelia
30-35
Jay
Marines
Caucasian
Female
Brooke

25-30

Brian

Army

Caucasian

Female

Elizabeth

35-40

Shane

Army

Caucasian

Female

Helen

40-45

Mike

Army

Caucasian

Female

Mara

40-45

Victor

Marines

Caucasian

Female

Sarah

30-35

Ben

Army

Caucasian

Female
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Explanation of Themes
Themes Related to the First
Research Question
Q1

What is the unique lived experience within the change in the relationships, roles,
and identities of a military spouse when they become a caregiver for their injured
service member partner?

The findings of this qualitative study addressed the research problems from a
multifaceted perspective. The first research question was illuminated with three themes. Those
themes are as follows: information gathering and planning, advocacy, and support. Each of these
are described in detail below.
Information Gathering and Planning
Each participant’s story started with the sudden onset of change as they were notified of
their spouse’s injury via phone call from military personnel in theater or chain of command. This
set into motion the first theme across all six participants: information gathering and planning.
The genesis of each of their stories and the subsequent changes in identities were underlined by
an incredible ability to immediately begin taking action. Each woman described an almost
immediate internal drive to gather as much information as possible; to learn about their
husband’s specific injuries, what medical treatments were necessary, where they were located,
and how to acquire the best care possible. Elizabeth, an Army spouse, was notified about her
husband’s injuries in an IED blast, by medical personnel in theater. In the same phone call she
immediately began seeking information:
When my husband got hurt, I needed to understand what was happening so that I could
find peace, like to know that everything was being done that could be done. And that, you
know, he's as okay as he can be right now.
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In Elizabeth’s case, this need for the most up to date information from people in charge
was also necessary due to misleading information being passed through the unit. Soldiers who
had witnessed Shane’s casualty event were under the impression he had died and some were able
to relay this erroneous news to their spouses back home. Elizabeth shared that receiving
information and updates from medical personnel operating on her husband, and the rear
detachment on post, were crucial to help her “keep her head above water” as she began receiving
condolence phone calls from other spouses who mistakenly believed Shane was dead. Elizabeth
spoke to how knowing the service members who had witnessed the explosion believed no one
could have lived through it “lit a fire” within her to ensure that not only would Shane live, he
would recover as much as humanly possible.
This almost immediate drive to seek out information and begin planning was common
across all participants. They shared stories of the power in knowledge and how knowing
important details about their husband’s injuries and care enabled them to become an integral part
of the care team. Reflecting back on their experiences, each woman identified this quest for
information as the first step in taking on the role of military spouse caregiver. They described the
need to have information specific to their husbands’ injuries and recovery as an overlap of
identities of being both a wife and a caregiver. When looking back on that time, Sarah noted that
the identities were “blurred” as she could not possibly have understood at that time what the
scope of Ben’s caregiving needs would be and how much her identities would change in the
years to come.
Brooke described her ability to take in massive amounts of distressing information about
her husband’s casualty event and injuries as a personal strength and a capability she wasn’t
aware she had. She noted that information gathering allowed her to feel in control of a rapidly
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changing situation and feel confident in the choices she was making. Her husband, Brian, was in
a medically induced coma for almost 72 hours following his injury, and it was up to Brooke to
make decisions on his behalf, one of which involved whether or not to amputate part of his leg.
Asking medical providers to minutely explain complex injuries and repair procedures and not
being afraid to ask them to repeat themselves or use lay terms was a way for her to take charge
and formulate the best plans for their future. She reflected that she later realized this was the start
of her caregiver journey, and that information gathering and planning begins each new chapter of
her caregiver journey as her husband has moved among various polytrauma rehabilitation centers
and VA healthcare facilities across the country.
A different participant, Mara, described similar powers in her ability to react to new
information and make plans that centered on Victor’s best chance to live through his injuries and
thrive. She noted that taking in information and planning was a way for her to deal with difficult
events and an unclear future. She shared stories of first, the uncertainty of her husband’s
survival, and then his recovery. He was seriously injured in an IED blast that resulted in severe
burns and significant damage to his cranium, brain, eyes, and upper body. Learning as much as
she could about the medical treatments he needed, his rehabilitative care, especially recovery
from a traumatic brain injury and numerous neurosurgeries, and approaching it from the lens of
planning their future together, was a way for her to assert herself. She noted that gathering
information on cutting edge accessibility in housing was a way for her to proclaim that she and
Victor would have a future together. Planning how to create a safe and welcoming home
environment for him was a way that her wife and caregiver identities overlapped. Victor lost his
eyesight as a result of his casualty event; Mara described that ensuring their home is safely
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navigable for him comes from her identity as a caregiver and creating a home that is warm and
loving comes from her identity as a wife.
Elizabeth also noted that information gathering and planning helped her to lower her
stress levels and gave her the ability to sleep at night. Her husband, Shane, was severely burned
in an IED blast and required intensive care in a burn unit for months following his injury. She
described taking in information on her own terms by quietly listening to medical rounds with
attending physicians and formulating future questions based on their discussions. She explained
how she quickly realized the rapid, changing nature of polytrauma rehabilitation and recovery on
a burn unit; how information from even a few hours earlier could be out of date and discarded,
especially if a procedure had just been completed or a new specialist had rounded on her
husband.
Elizabeth was steadfast in asking burn unit staff to explain her husband’s wound care to
her, and eventually, train her in how to do it safely and effectively. Despite having no previous
medical training, she described how having this knowledge allowed her to track the healing of
each wound and know if something was not looking the way it should. Because of the
information she gathered, she was able to point to wounds on her husband’s body and use
medical terminology to explain why certain bandages or creams did not work and ensure each
staff member was aware of his unique needs. She leaned into her identity as his wife to be
granted as much access to him as possible and used that time to learn new and important
caregiving skills.
Participants also described how information gathering and planning is rooted in both the
love they have for their husbands and also their desire to give the best care possible. It is duly
demonstrated through both identities of wife and caregiver. Mara’s husband Victor has multiple
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disabilities as a result of his combat related injuries. She described how because of the severity
of his TBI, another serious blow to his head could be life threatening. His vision loss critically
complicates his risk of tripping and falling; she noted how organizing their home and planning
safe routes throughout the house is crucial to Victor’s safety. The same can be said of any outing
outside of the house; ensuring that buildings are accessible to individuals with vision loss and
that the number of hazards are conquerable. Mara stated: “I plan and organize to the point of
borderline unhealthy, but it's because everything can be a hazard or life threatening situation if
left out of place.” Brooke, whose husband Brian also lost his eyesight, echoed the importance of
gathering information and planning to pursue housing that was built for individuals with vision
loss and also for accessibility needs whenever they leave the house. She described doing chores
around the home the same as any spouse would: picking things up, putting them away,
organizing cabinets and closets; but to her they have the added dimension of caregiving as each
task makes their home safer and more navigable for Brian.
For each participant, having knowledge of their husband’s injuries, the systems of care
they were and are within, and their rights as patients and families, allowed them to fuel their
other skills and identity pieces, many of which emerged as common themes and sub themes
across participants. Examples of these are advocacy, preparation, perseverance, and resilience
and will be discussed in detail in this chapter.
Advocacy
Building off their newfound knowledge, another common theme emerged across every
participant in the study: advocacy. Each woman shared examples throughout their narratives of
raising their voices to support their partners and demand the best care possible from medical
providers, the government, and society. They each told stories that showcased an incredibly large
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and complex medical environment that spanned both the DOD and VA. They described needing
to quickly learn to navigate each system and speak out continuously on behalf of their spouse
due to frequent moves, new medical teams, and a visceral belief that they knew their husband
and what his needs were better than anyone else.
Elizabeth explained how her husband was rapidly returned to the United States due to
severe burns on over 40% of his body following an IED blast. His recovery journey began after
he was transferred to a stateside burn center within 72 hours of his injury overseas. There, she
was swiftly thrust into a complex system of care involving numerous types of healthcare
professionals each with their own skillset and bedside manner. She related her distress at seeing
nursing staff who were pressured for time move quickly through changing her husband’s
bandages, sometimes irritating or even tearing delicate skin along his grafts. She described
witnessing the pain this caused him and the intuitive knowing of her need to take action on his
behalf.
If you notice that somebody is hurting your, your significant other, you're going to do
something about it. I think that anybody would, and, or if they're putting your significant
other in distress, you would do something, say something about it.
Sarah also spoke to the need to be with her husband and speak up on his behalf when
attending medical appointments. Ben was injured in an IED blast and received polytrauma that
required many different sets of specialists. She described being vigilant with all providers at their
local VA medical center, assessing their time and investment in her husband’s well-being.
It’s so many new doctors all the time, and like, they don’t know or they forget some of
his history and I feel like, I have to be there, speaking up for him, making sure he’s taken
care of. I’ve like, I’ve gone toe to toe with doctors so many times. Especially the check
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the box guys who just like, breeze in and try to rush through the appointment. I won’t
have that. If something is up with him, like if he’s in pain, or sick, or like his sleep is off,
then I want help for that. Ben deserves help for that. And sometimes they listen, but like
the ones who won’t? I make them listen. I’m sure they call me names after I leave, but I
don’t care anymore, like screw them, you know? Ben deserves to be taken care of, and
I’m going to make sure it happens.
Brooke spoke of the intricacies of being an outsider of the military hierarchy and working
to advocate for her husband within such a complicated system. Her husband, Brian, received
polytrauma after a heavy artillery explosion. Brooke explained that she needed to take in massive
amounts of information from many different medical specialties, across neurology, orthopedics,
ophthalmology, and general surgery, among others. Brian’s medical team worked to coordinate a
treatment plan, but at times, his military command disagreed with logistics and stepped in.
It was overwhelming at times because the Army wanted so much from us. They still
expected him to come in every morning for formation at the WTB [Warrior Transition
Battalion]. I was like, no, I told them, no, I got into a fight with all of his WTB command
because I was like, no, y'all blew my husband up. And now you're asking all this too! He
is blind! He can't get here by himself. It’s too much. Yeah. we’re not doing this.
Additionally, each woman spoke to advocating for others: other spouses, service
members, and families. Helen stated that she not only gained the identity of caregiver throughout
the rehabilitation process for her husband Mike, a soldier injured by an IED blast, she also took
on the identity of an advocate and resource for others. Helen disclosed that she quickly learned to
raise her own voice and in the process, be a strong voice for others. She shared stories of meeting
numerous people along her journey, many of them military spouses who were becoming
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caregivers themselves. She recognized the same look of fear, grief, and uncertainty that she had
experienced herself. She began reaching out to them in the hopes of illuminating a path through
the difficulties of becoming a caregiver and learning to advocate for a spouse who cannot always
advocate for themselves:
I believe in what’s right, and stand up for what’s right and if somebody has not got that
voice to be able to do it, then I do, and I will be that voice....somebody’s got to stand up
for what is right and I will be that person.
Mara’s caregiver experience entails advocacy not only for her husband, but for other
veterans as well. She has taken her advocacy work beyond VA medical centers and into the halls
of local and federal government. She has traveled frequently to advocate for better benefits and
improvements in accessible housing for veterans with vision loss and recognition for those
struggling with ongoing mental health diagnoses.
She described that when Victor was injured, there was little to no information given to
caregivers that was injury specific beyond limb loss. Though she acknowledged that the science
behind many injuries such as TBI and PTSD has come a long way since his casualty event, there
was a lag in government organizations such as DOD and VA healthcare teams providing that
information to veterans and caregivers. She has spoken with members of government on state
and federal levels, traveling at her own expense to meet with congressional representatives to
ensure that current and future legislation speaks to the breadth and severity of Post 9/11 service
related injuries. She described speaking with government officials not only as a knowledgeable
Post 9/11 military spouse caregiver, but also as a loving and devoted wife. During her interview,
she used an eloquent metaphor of every injured veteran deserving a “seat at the table” when it
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comes to receiving VA care and benefits. She went on to state: “There isn't enough room at the
table for the full spectrum of combat injuries. So that's why I'm trying to make a new table.”
The identity of advocate across time for each participant. Their advocacy involved a
complex genesis borne from love, devotion, and a need for support. The notion of support
emerged as a nuanced theme that unfolded across participants in overlapping and at times,
opposing ways.
Support
A theme that emerged across all participants was one of support, which was articulated as
receiving both quantifiable support such as veterans’ benefits, mental health services, improved
caregiver education and training broadly and for specific injuries, navigating VA systems for
healthcare and compensation, and social support to decrease isolation along with improving
social connectedness. There were also less concrete means of support described by participants.
These were explained as a better understanding from society on the nature of war, combat related
injuries, and how unique Post 9/11 caregivers are from other caregivers in American society.
Three subthemes emerged within the support theme: having support (two participants), lacking
support (four participants), and becoming a support for others (three participants).
During her interview, Mara shared her pride in being part of a long and storied history of
military spouse caregivers, dating back to the Revolutionary War and the start of America. She
emphasized that though current military conflicts are not as nationally all-consuming as previous
World Wars, they are the longest military conflicts that America has ever engaged in, and it is
crucial that American society be more invested in the care and keeping of their veterans. Despite
the lack of support she feels from fellow citizens, she emphasized that she gathers powerful
support from her husband Victor: “we a hundred percent turn to each other. We have a, we have

80
an unbreakable foundation and communication.” She also described how she has become a
source of support for others. Being an advocate and resource for other veteran and caregiver
families has become her life’s work and she takes pride in all she has done.
We [military spouse caregivers] are absolutely invisible. People do not acknowledge us.
And most people don't care about us and that's okay. I know, I know that's okay because I
don't do it for those people. I do it for guys like my husband and I don't do it for the
others. And so everything that I do, like I said, my greatest success in life will be
ensuring my husband has the best life. And then future generations do as well. Okay.
That's my cause. That's my affirmation.
Helen stated that she not only gained the identity of caregiver throughout the course of
Mike’s injuries, but she also took on the identities of an advocate and support person as a way to
show solidarity for other caregivers and veterans. She discussed that since Mike’s injuries came
prior to 2011, many of the current caregiver support programs were not in existence. She shared
her experiences of attempting to seek out information on caregiving for polytrauma and finding
little to no resources that reflected Mike’s unique injuries and her burgeoning caregiver identity
overlapping with her identities as a full time worker and mother to young children. She described
creating her own system of informational binders filled with information on various domains
such as medical teams, local resources, rehabilitation resources, military documents, and
compensation information.
She shared stories of meeting many people along her journey, many of them young
military spouses who were becoming caregivers themselves. She began reaching out to them in
the hopes of illuminating a path through the difficulties of taking on the new and demanding role
of caregiver. This informal information passing turned into new identities as Helen became a
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member and volunteer for multiple philanthropic organizations such as the Semper Fi Fund and
the Yellow Ribbon Fund, nonprofit organizations that assist wounded veterans and their families
across the country. As she reflected back on the beginnings of her military spouse caregiver
journey, she knew that she wanted to provide support and resources so that other caregivers
would not feel the confusion and isolation that marked the early years of her journey.
Conversely, Amelia stressed the importance of support, but how it is lacking in her life.
Her narrative strongly emphasized how much has changed since her husband’s casualty event,
the greatest changes taking place within her husband, Jay. Jay suffered a TBI during his casualty
event, which resulted in permanent damage to the frontal lobe in his brain. Jay now struggles
with significant and unpredictable mood swings, inability to modulate his emotions, control his
temper, and understand the consequences of his actions. In the years following his injury, Jay
turned to alcohol and other substances as a way to cope with his medical discharge from the
Marines, and the substantial and permanent changes to his mind and body. Amelia described the
isolation and alienation they feel because of the difficulties they have managing Jay’s reactions
while out in public, the ignorance they face from other people as Jay’s injuries are more invisible
than many other injured veterans. Most of all, she spoke of the loss of support she feels from Jay
himself; that his injury took away such a vital part of who he was as her husband.
I wouldn't say we work against each other, but support? No. No, it’s like, I would say we
are like two sparrows in a hurricane, that would best describe it. Yeah. Just it was a lot of
chaos in our world, still is. And you know, with everything there is to deal with,
sometimes I just get lost and I lose track of what's going on. You can't understand, but
that's what happened. So anyways, it's hard to explain and sometimes it feels like I'm the
one that got hit. Like, it feels like I've got brain damage and I'm still like coming out of it.
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Sarah spoke to the continued commitment she and her husband, Ben, feel from the
military community, but that people in civilian society can many times lack compassion or
concern for Ben’s injuries and what life is like for injured veterans and their caregivers.
We’ve also gotten hooked up with some really cool support organizations like Yellow
Ribbon and Semper Fi. That makes me feel good, like that there are people out there who
care about Ben’s sacrifice, about what he lost. But of course, those people, they’re, they
are most all former military of something or other themselves. When we’re out in public,
it’s not as nice. Like, people are not as nice. The stares, people being grossed out by how
he looks. And I know he sees it, that’s the, that’s the hardest point. Knowing he sees it
and that’s the thanks he gets. I mean, so much of our life is still wrapped up in the
military. Our friends are mostly veterans, his healthcare is mostly all through the uh, the
VA. We’ve had support with adapting the house, and getting the van from military
organizations. It’s like, it’s like there just isn’t really any civilian involvement, you
know?
Additionally, both Sarah and Brooke spoke to the intricacies of navigating mental health
services. They both detailed the difficulties in connecting with mental health professionals;
finding a clinician who understood the unique journey of a military spouse caregiver and could
provide supportive therapeutic interventions. Sarah:
I tried to get hooked up with counseling again, and it was so so bad. Like, she was just so
out of touch, you know? Like let her curiosity get the best of her. She wanted to know,
like so much about Ben’s story, it didn’t seem about me at all. And then, she just seemed
to not know what to do, or like, even what to say to me...I stayed away [from therapy] for
a while after that one...Ben had a great doc at the time, and she was able to recommend
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someone to me, like someone who knew what it was like to be a military spouse, and to
like, have the trauma. It’s trauma, you know? Not just what happened to Ben, but what
happened to me.
Brooke: I found when I went for my individual therapy, I felt like it was a waste of time
because, and I went through a couple therapists and just every time it felt like a waste of
time because I felt like there wasn't anything productive coming from it. They didn't give
me any ideas on how to, I don't know, change anything or try anything new, but when
Brian and I went together, that really helped. Our guy, he like, he asked the tough
questions, he made us really think about our marriage.
Elizabeth and Amelia also spoke to seeking out mental health services for themselves,
and for their marriages. Elizabeth noted that meeting with a couples counselor has helped her and
her husband navigate their current life. She described having difficulty naming caregiver as her
own identity, stating that she frequently felt like a “mother and/or a nurse” for Shane. Their
couples therapy has helped them change the dynamics of their relationship so that she can
provide full time caregiving for Shane, but also feel active in her identity as his wife. She
explained that Shane has a role in which of her identities feel most active depending on how he
requests assistance and shows gratitude afterwards. Their couples therapy helped them reconnect
with how they interacted as a spousal dyad prior to Shane’s injuries and how to integrate some of
those rituals into their current life. Elizabeth described how these therapeutic interventions have
her feeling more balance in her roles as wife and caregiver.
Amelia described her individual therapy as the tool that helped her test reality and know
that her marriage had fundamentally changed following Jay’s casualty event. Like many of the
other participants, she had to try multiple therapists before she found a person that she felt truly
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“saw” her and her situation. She described her therapist as providing compassionate, nonjudgmental support which made Amelia feel able to disclose all the difficult aspects of the
dynamics in her home including the strain on her marriage and Jay’s struggles with substance
use. She and Jay also attempted couples counseling but Jay’s mood and cognitive struggles post
injury made it difficult for him to meaningfully engage in session and continue with therapy.
Amelia noted that this is a common concern: finding support that is compatible with Jay’s
specific post injury concerns.
Each woman spoke to how support, or lack thereof, impacts how they see their caregiving
identities and the level of caregiver burnout they feel. They ascribed the decrease in burnout as
directly influencing an activation of their wife identities. Feeling seen and supported as
caregivers creates much needed space to experience the love and devotion that is inherent in their
identities as wives.
Themes Related to the Second
Research Question
Q2

What is the essence of the change when becoming a Post 9/11 military spouse
caregiver?

The second research question for this study was answered by the final theme illuminated
during analysis: resilience, and by the essence of the phenomenon: transformation. The word
transformation was chosen to represent the essence because it encapsulates the shared experience
of all participants. Becoming a caregiver for their injured service member partner changed the
participants not only in their roles and identities, but also foundationally, in who they were and
are as people. Despite their partners’ injuries being sudden onset, the change into a caregiver is
not so; it is a continuous narrative that evolves and unfolds as their roots in caregiving grow, take
hold, and run deep.
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Resilience
A theme of resilience was found throughout all participant’s narratives as well. In this
study, resilience was seen in participants’ ability to witness a loved one’s pain, to bear immense
suffering, and continue to move forward. A thread of perseverance, tenacity, and optimism was
woven through the development of their caregiver identities, and these qualities are encompassed
within the theme of resilience. Each spouse caregiver spoke to the need to wake up every day
knowing they would need to work hard in each role and do it again tomorrow.
Despite intense suffering on the part of both Helen and Mike, they were able to look for
the positive within their lives and focus on the many reasons they had to keep moving forward.
Helen spoke to ways in which she could motivate Mike to continue his rehabilitation; focusing
on their young son and the life they could build together helped them both to continue fighting
through Mike’s recovery and the complex bureaucracy of the military medical system they found
themselves within.
It’s a long way for him to still have a positive attitude and outlook on life. It’s
what keeps me positive, what keeps me holding on and going and, I’m not giving
up on this because there’s too much at stake. There’s too much happiness still out
there to be had.
Additionally, Helen described how they chose to respond after Mike returned to the
United States and began his recovery and rehabilitation:
We just rolled with it. I knew I was not going to leave him because of an injury. I never
looked at him any differently after he was injured. My initial thought was, ‘get this man
healthy, get on with our lives, and just deal with our normal as it comes.
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When Mara spoke of her caregiver journey, she named the many things that other people
do not see about her husband, Victor, and their marriage. She noted that for many people, they
see his scars and his disabilities, and she believes they likely pity them both. When relating these
notions during her interview, she would laugh and shake her head, telling stories of their
incredible shared sense of humor, and how as a team, they are an “unstoppable force.” She has
been working to positively change government legislation that affects injured veterans and
Victor is a public speaker who shares their story of recovery and resilience.
When you marry your spouse, you choose to love them in sickness and in health till death
do part. Now I understand most people hope that sickness is later in life, but that's not
always the case. And to me, it wasn't who I am. It would never be who I was. I wasn't
brought up that way. And love is love. You know, adversity is adversity. You can get
through anything if you stand up and you face the problem.
The participants who identified as mothers also spoke to the resilience of their whole
family unit; not just themselves and their veteran partners, but their children as well. They noted
that their children persevered through each relocation as their fathers started new rehabilitation
programs. They started over in new homes at new schools, sometimes more than once in a year.
Many participants described how eager and pleased their children are to have their fathers
available for sports events, scouting activities, and other happenings regardless of whether
adaptations needed to be made or some strangers stared and made comments. Brooke:
In the beginning. I did think about what it would look like if he still had his legs, his eyes,
or even if he just had his sight, life would be so much easier if he did have his sight.
There's a lot of good that would come with that. But even just what we've been dealt is
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fine. Cause like we adapted to everything. We're resilient. Even the kids, the kids
especially, are really resilient.
For Amelia’s husband Jay, there was a long and drawn out struggle to get the information
needed to fully understand the aftermath of his injuries. Jay was a Marine Corps veteran who
suffered significant head injuries when an IED blast launched him into a nearby vehicle. It was
difficult for him to accept the medical board’s recommendation that he be discharged from the
Marine Corps due to his injuries. When he reported for medical appointments, he rarely spoke or
engaged, which left medical providers with little information about his post recovery
symptomology.
Amelia noted that for her, the advocacy pieces that are part of her caregiver identity were
borne out of working within a complex medical system, and also having to convince Jay that he
needed and deserved care. She described how, despite having brain surgery on his frontal lobe,
he did not receive timely follow up for brain imaging or neurological and neuropsychological
workups. She described recognizing that she did not have the medical knowledge to effectively
advocate within VA to get Jay’s needs met, but she tenaciously sought out workable solutions
over the course of many months. Though she “hit so many dead ends” she was finally able to
join forces with a veteran’s rights group who provided needed assistance. She noted that pairing
with them magnified her voice and Jay received the follow up care he needed, including
information on his personality changes following his recovery.
The brain scans, the workup. It was peace I needed. Like, knowing, peace of mind
knowing that it wasn’t just me. Who he was now, how he is, it was really happening. It
wasn’t me just not knowing anything, or being a bad wife, it was real, it was happening. I
found a doctor that took the time, took the time to sit with me and explain what the
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frontal lobe does, how his injuries changed his brain. It was good and awful. Like, to
finally have some answers, but to also know, to know he won’t ever change back.
Like the other participants, Amelia initially credited others with the bulk of solutions; in
her case, the veteran’s rights group. As her interview progressed, she was able to reflect on her
ability to persevere, to continue looking for solutions despite so much adversity, and finally get
the answers she and Jay needed. This perseverance was mirrored in descriptions from all
participants across many domains: healthcare, military hierarchy, and daily caregiving.
Essence of the Phenomenon
The essence of the phenomenon is transformation. It is the thread that runs throughout
each narrative and captures the ways in which each participant’s life has changed following their
partner’s injuries. Taking on the identity of caregiver is a transformative journey that is fluid, yet
not linear. The participants each described the constantly shifting spaces between spouse and
caregiver as circumstances, environment, and needs changed.
Each participant spoke to actively shaping their caregiver identity and how it impacts
their identity as a wife. This notion of assuming the role of caregiver alongside the role of spouse
and the impacts each role has on the other is reflected in the literature. Montgomery and
Kosloski (2009) state that movement between roles will happen based on intensity of caregiving
needs, changing frequently. Many of the participants shared how their self-awareness has been
raised around the fluidity of moving between identities of caregiver and wife and how each
informs the other, but both are expressions of a deep abiding love for their spouse. Examples
from the participant’s experiences are shared below.
The events of Helen’s husband’s injuries were sudden onset, but Helen’s transformation
as a military spouse caregiver is the heartbeat of her narrative; it is a story about finding her
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voice, standing up for what she believes is right, and caring for the person she loves. Helen
discussed how she quickly recognized that if she did not speak up for her husband Mike, then his
needs would not be met and in more dire instances, he would have been subjected to additional
pain and suffering. She discussed how her love for Mike had been expressed in different ways
prior to his injury; but that afterwards it changed. Now, when she advocates for his healthcare
needs, seeks to enact changes to his benefits, or helps him to bathe, dress, or complete his
physical therapy exercises, all of these are expressions of love. She noted how this realization did
not happen immediately. It took reflection and active reframing on her part; recognizing that her
marriage may not look the same as it did prior to his injury, but that it is still a strong, loving
relationship that now rests firmly on a foundation of hard work and resilience.
Elizabeth described how through her own personal reflection and work in individual and
couples therapy, she was able to fully embrace the identity of caregiver as she shifted her views
on the tasks she performs for Shane. She noted that initially, she rejected being called a
caregiver, because to her, it made her feel she was a mother to her husband, a feeling she
abhorred. Their couples therapist helped them both to see that caregiving could be a space for
Elizabeth to express her love for her husband and the duties she performs as a way for her to live
out her marital vows. This shift in her thinking and language has helped her to feel more active
in her identity as wife, despite the significant amount of caregiving tasks she completes each day.
For Mara, the transformation into a caregiver is not sudden onset but a continuous story.
A story that is added to chapter by chapter as each new dimension of her caregiver identity
manifests. She has worked diligently to find her voice, to stand up for what is right for her
husband and also the injured veterans and their families that have come to be her community.
For her, being a wife is about being a caregiver and vice versa. She married a fighter and she is a
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fighter. Caregiver is the identity through which she can express all her other identities: wife,
advocate, and proud American.
For Brooke, the events of Brian’s injuries were sudden onset, but transformation is the
thread that continues to run throughout her narrative. Hers is a story about living according to her
beliefs about what is right for her and her marriage, advocating for that, and caring for the person
she loves. The way that Brooke cares for Brian is a powerful illustration of the experience of a
spouse becoming a caregiver: daily life has been transformed with many new tasks. Things look
different, especially to someone outside this experience, but both identities still remain. There is
hope and resilience throughout this story and so much of it is because of Brooke. She credits
Brian, but it is her beliefs and values that put into motion so much of the story of his recovery, of
what their lives have been like these past years. A thread of resilience, hope, and humor runs
through her story and vividly demonstrates what it means to be a military spouse caregiver.
Amelia emphasized that she has deeply felt the fundamental changes wrought by Jay’s
injuries throughout the following years. Her sense of self and her marriage have transformed and
continue to do so as they steadfastly pursue treatment and support for his substance use concerns
and personality changes following his TBI. The other participants spoke to continual changes as
well, but theirs reflects an ebb and flow of increasing and decreasing caregiving needs. Amelia’s
transformational changes continue to mirror her bittersweet analogy of “two sparrows in a
hurricane” as she attempts to adapt her roles as caregiver and wife to a man whose moods and
actions are relentlessly mercurial and unpredictable.
Sarah’s transformation into a caregiver was something she embraced with tenacity and
conviction. She sees her caregiving as a way that she can demonstrate her gratitude for Ben’s
sacrifice, and by pursuing the best healthcare possible through federal systems, she believes she
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is ensuring that in some way, society is demonstrating its gratitude as well. Her strong sense of
right and wrong helps her lean into and move fluidly between her identities as wife and
caregiver. To her, advocacy and support are ways that she shows people who she is but also how
she loves.
Summary
Six participants provided thick, rich descriptions of their experiences during one hour,
semi-structured interviews. After data analysis, four themes were discovered along with the
essence of the phenomenon. The first research question addressed the unique lived experiences
and changes in relationships, roles, and identities of a military spouse when they become a
caregiver. The question was answered by the first three themes: information gathering and
planning, advocacy, and support. The second research question examined the essence of
becoming a Post 9/11 military spouse caregiver and was answered with the final theme:
resilience, and the essence of the phenomenon itself: transformation. A word chosen because it
encapsulates the dynamic, longitudinal, and multidimensional journey of becoming a military
spouse caregiver.
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CHAPTER V
DISCUSSION AND CONCLUSIONS
Overview
This study aimed to use a qualitative research approach to better understand the
experiences of military spouses who become caregivers for their injured service member
partners. The goal of qualitative inquiry is not to generalize data points to a given population, but
to provide a deeper understanding of a unique phenomenon that is based on the experiences of
those within that phenomenon (Giorgi, 2012; Wertz, 2005). Following this structure, as the
researcher, I completed one to two hour, semi-structured, individual interviews with six
participants. I used a pre-determined set of interview questions meant to illuminate the two
research questions that drove the study:
Q1

What is the unique lived experience within the change in the relationships, roles,
and identities of a military spouse when they become a caregiver for their injured
service member partner?

Q2

What is the essence of the change when becoming a Post 9/11 military spouse
caregiver?

In order to ensure trustworthiness in the research, many different tools were implemented
according to best practices in qualitative research (Morrow, 2005). As the researcher, I utilized
bridling in order to ensure that my other identities, especially those of former military spouse,
current veteran’s spouse, and American citizen would interact as little as possible with my role as
the investigator. To aid in this goal, I frequently checked in with both my dissertation chair and
my peer review partner to share interview and coding data to confirm objectivity in the analyses.
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This also involved detailed discussion of themes and confirmation that saturation had been
reached.
Additionally, I used participant checks following each interview to ensure that researcher
interpretation did not influence the coding of the data and that the voices of the participants were
centered in each narrative. The participant check inquiry had a 100% response rate with each
person providing feedback and confirming the coding and themes elicited from the data. Further
check ins with my dissertation chair and peer review partner were also implemented before and
after participant checks to ensure that qualitative and descriptive phenomenological methods
were being rigorously followed. I kept an audit trail throughout the study to provide an overview
of all steps taken in creating and implementing the study and to aid in possible future replication.
Following the interviews, descriptive phenomenological analysis was utilized in order to
elucidate themes that would provide answers to the research questions and lay the foundation for
the essence of the phenomenon. Four themes emerged across all participants: information
gathering and planning, advocacy, support, and resilience. The essence of the phenomenon was
encapsulated in one word: transformation. This chapter will provide discussion of the findings as
they relate to the current body of literature, along with their theoretical and clinical implications
and ideas for future research. Lastly, limitations of the study will also be discussed.
Essence of the Phenomenon
Across all participant’s experiences, the events that launched them on their caregiver
journey were sudden onset. Despite this, there is a longitudinal spectrum of change, spanning
years of marriage and life, that takes place across each story. This nuanced, time intensive, and
layered change is the essence of the phenomenon. As the researcher, I chose to characterize this
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phenomenal change with the word transformation, and it is the thread that runs throughout each
narrative.
This essence, transformation, is seen in the radical changes to each woman’s identity
constellation. Taking on the identity of caregiver fundamentally changes all other identities held
by each woman. After each casualty notification call, the way that each participant made the
choice to stay with and care for their partner, and continues to make that choice each day, is the
ultimate illustration of the experience of a military spouse becoming a caregiver. Daily life has
been transformed with many new tasks. Things look different, especially to someone outside this
experience, but both identities still remain. There is hope and resilience woven throughout the
phenomenon, and it is because of the choices these women made in how they live out their
identities as both spouses and caregivers.
The transformation from spouse to spouse-caregiver involved finding one’s voice and
advocating for self and others. A military spouse caregiver must have a strong sense of their
beliefs and values because that will provide the scaffolding for how they navigate complicated,
and at times painful, experiences and situations within vast healthcare systems and their
communities at large. Many of the beliefs and values that defined their lives as military spouses
will remain: devotion to partner, community, and country; righteousness, and a willingness to
actively serve others. When a person undergoes the transformation to military spouse caregiver,
these values will be amplified and called upon frequently in supporting others and wrestling with
the need to seek support for themselves.
The themes across this study, information gathering and planning, advocacy, support, and
resilience, are the action pieces that illustrate the story of becoming a military spouse caregiver;
of what life is like after a loved one is injured in service to the United States. The thread of
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transformation undergirds the unique changes in spouses when they become caregivers; it runs
through each story and shows us what it means to be a military spouse caregiver. It is not the loss
of one identity in favor of another, but the expression of the committed love for a partner that is
demonstrated in dynamic ways: daily caregiving tasks, meaningful support, and shared
resiliency.
Theoretical Implications
Caregiver Identity Theory (Montgomery & Kosloski, 2009) was the primary theory
informing this research study. The themes of this study paralleled, and at times, complemented
the factors and stages of Caregiver Identity Theory. Foremost, the purpose of descriptive
phenomenological research is to unearth the essence of a phenomenon. For this study, the
essence was described as transformation. This is mirrored within Caregiver Identity Theory as it
posits that when a person becomes a caregiver for their loved one, it is not just an assumption of
another role but a dynamic change that happens over time. This reflects the experience of all
participants who spoke of the transition to becoming caregivers and how that identity was shaped
by circumstances outside of their control, such as their partners’ injuries and rehabilitation
journey, and how this new identity impacts their identities as wives.
Caregiver Identity Theory notes that there are concrete ways in which a person realizes
they have become a caregiver; the tasks of everyday life prior to becoming a caregiver are
quickly outweighed by caregiving tasks. Activities of daily living (ADL) and instrumental
activities of daily living (IADL) become part of a caregiver’s everyday routine and realization
may slowly or suddenly dawn on a person that caregiver is now an integral identity. These
alternate realizations were reflected in the participant’s interviews; some reported an “aha”
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moment of realizing this was the direction their life had taken, while through purposeful
reflection, others had slowly come to realize how much their lives had changed.
The data from this study also support the stages of change in Caregiver Identity Theory.
There are five distinct stages that are fluid; a caregiver moves through them on their own unique
timeline and may move back and forth between stages depending on life events. Stage one is
characterized by the onset of needed care, in this case the casualty event of a service member
partner. Stage two sees the caregiver begin to realize that needs and tasks of daily life have
changed. Stage three is characterized by the caregiving needs of the care recipient outweighing
the previous spousal needs that characterized their half of the dyad. Phase four sees caregivers
begin to question the changes in their relationship due to caregiving; some caregivers may
question whether they should remain a caregiver and look into other options such as long term
care facilities. Phase five takes place only if the caregiving is transitioned to others and the
spouse relinquishes their role of caregiver.
Because of time constraints, I did not explain Caregiver Identity Theory to the
participants. But as each interview was analyzed, it was apparent that each woman had gone
through some of the phases, with no caregivers reaching phase five as that would have
disqualified them from participation (e.g., relinquish caregiving; moved to long term nursing
facility). When most of the women reflected on the transformation from spouse to spouse
caregiver, they noted the realizations of phases two and three and the ways in which they came to
recognize that their marriages, and their roles within their marriages, had fundamentally
changed. Amelia was the only one who had reached phase four as she was questioning whether
she could remain a caregiver for her husband due to the stark behavioral and personality changes
in him that were a result of the neurological location of his TBI.
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Caregiver Identity Theory does not hold to a specific age cohort or domain of caregiving
such as dementia or terminal illness. Despite this, it is difficult to hypothesize whether the phases
can encompass the experiences of caregiving that is likely to last decades, as will likely be the
case with many military spouse caregivers. There is a question of whether the fluidity of the
stages will continue within spousal-caregiving relationships that maintain for years to come and
if additional stages may be needed as caregivers and care recipients move through latter
developmental stages of adulthood and older adulthood. Further research is warranted as this
population continues to age and their caregiving duties and identities are impacted by age and the
passage of time.
Caregiver Identity Theory, along with much of caregiver literature, discusses caregiver
burnout (Montgomery & Kosloski, 2009; Smith et al., 2019; Talley & Montgomery, 2013).
Specific to spousal dyads, much of caregiver burnout can result from the incongruence in spousal
activities decreasing and caregiving tasks increasing. This was also reflected in the study as each
woman shared the ways in which they grappled with how to still feel like a wife rather than just a
caregiver, or in the case of Elizabeth, “his mother or nurse.” Most participants were able to
articulate ways they have actively moved to bring more balance to their identities or view their
caregiving tasks as an expression of spousal love. Many described participating in couples
therapy and joining spouse support groups while their husbands were engaged in treatment at
polytrauma rehabilitation centers. They credited these activities, along with their own reflection
and processing, as ways to ameliorate burnout and the imbalance in identities.
Practical Implications
The first theme within the study, information gathering and planning, was most strongly
emphasized at the beginning of each participant’s caregiver journey. Each spouse spoke to the
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lack of centralized information on specific injuries, treatment within the DOD and VA, and the
difficulty in finding resources and support during an arduous rehabilitation journey. Many shared
how they compiled their own materials to include systems of binders and computer based
organizational systems that separated and stored information based on genre, location, injury, or
treatment facility. The current body of research on military caregivers reflects this lack of
resources, especially for specific combat related injuries (Ramchand et al., 2014; Tanielian et al.,
2013; Voris & Steinkopf, 2019).
Because of this dearth of information, a centralized database partnered with or run by the
same federal government entities that manage service member healthcare would likely have
positive impacts for military spouse caregivers. From a mental health perspective, this work can
fall under meaningful, holistic case management designed to provide patient specific support,
reduce burden, and guard against burnout. Information on caregiving that is specific to the
unique pieces of military caregivers: youth, full time employment, early parenthood, and early
marriages can provide needed utility to mental health resources. Further, providing
psychoeducation on the changes in identities, charged emotional experiences, and common
mental health diagnoses that can accompany caregiving is a meaningful way that mental health
providers can illuminate a path forward for these individuals.
Organizing information broadly for the start of the caregiving journey and having silos of
injury specific information along with resources specific to domains such as finances, benefits,
compensation, and recovery facilities, would go a long way in providing caregivers with
accessible information that can be quickly and efficiently tailored to their circumstances. As
American military actions have continued into another decade, there is a plethora of research on
the signature injuries of GWOT combat theaters. Limb loss, TBI, and PTSD are just a handful of

99
the most common injuries, all of which were reflected in this study. The information on these
injuries is available in the research literature (Howard, et al., 2019; Lindquist, et al., 2017;
Vergun, 2016). Making it understandable and accessible to military caregivers will help aid in
the initial stages of information gathering that start the caregiving journey and help create a
useful roadmap for rehabilitation and recovery.
Having helping professionals, to include counseling psychologists, within federal
government agencies such as VA spearhead this hub of support and resources may also increase
the likelihood that military spouse caregivers feel seen and supported by American society at
large, thereby reducing the painful felt isolation reflected in the literature and the data from this
study. Further, providing support in a manner most meaningful according to caregivers and their
veterans is also a continuation of President Lincoln’s charge that the country care for its veterans,
their spouses, and their children.
Mara shared how it seemed at times that healthcare providers without a specific focus in
mental health seemed unaware of how PTSD symptomology can be triggered or managed. She
discussed frustration with VA’s Prevention and Management of Disruptive Behavior (PMDB)
‘yellow flag’ procedures; when a veteran within a VA healthcare facility displays what VA
believes to be disruptive behavior, which can include shouting, abusive language, or physical
confrontation, a yellow flag is placed on a veteran’s electronic medical record to inform all
providers that this person has a history of disruptive behavior. If VA staff believe it necessary,
the veteran may have to be accompanied to all their appointments by a VA police officer. Mara
described multiple encounters with medical providers where her husband was aggravated by
intense levels of physical pain or experiencing a trauma response due to an unforeseen trigger.
The providers seemed unable or unwilling to engage in understanding or deescalating the
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situation, which frequently ended with VA police being contacted and healthcare needs being left
unmet.
Another practical implication is the necessity for further training for healthcare providers
on the nature of combat related PTSD, how it presents, and ways that helping professionals can
interact with veterans impacted by PTSD. With training and education in trauma informed care,
counseling psychologists would make useful additions to primary care settings, integrated care
teams, and other hospital care teams. They could provide valuable training on PTSD, active
listening, and de-escalation techniques, as a way to ensure that patients are centered in their
healthcare and all parties are safe and satisfied.
In fulfilling these roles, counseling psychologists can also provide additional advocacy
for the importance of military spouse caregivers being an active and valued member of the care
team. Post 9/11 military spouse caregivers help their care recipients manage PTSD related
symptomology more than any other caregiver population (Ramchand et al., 2014). Counseling
psychologists can harness this knowledge and model best practices reflecting this data by
actively listening not only to the veteran, but to their caregiver as well. In turn, sharing
knowledge with care teams on triggers, trauma responses, and de-escalation techniques that are
specific to a veteran patient will also be helpful in ensuring productive healthcare sessions.
Specifically, counseling psychologists can act as a consultation resource for healthcare providers
which works towards a shared goal of holistic, wraparound care for veterans and their caregivers
and is in keeping with counseling psychology values.
The focus of this study was the changes in roles and identities when a military spouse
becomes a caregiver for their injured service member partner. When participants spoke to the
changes they faced following their partner’s injuries, they used words such as overwhelmed,
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confused, stressed, and angry. Every participant but one shared their experiences with seeking
both individual therapy for themselves and couples therapy for themselves and their partners.
Sadly, each participant described being paired with therapists who did not understand their
unique lives as military spouses, the trauma that accompanies casualty notification, and the
physical and mental toll of caring for someone with service-related polytrauma. Some
participants continued to try therapy, switching to new providers and eventually finding
meaningful experiences. Others seemed to believe that their experience was indicative of therapy
in general and chose to stop altogether. Despite their continued struggles with depression,
anxiety, and caregiver burnout, mental health resources were not found to be useful and thus not
utilized.
Training programs for counseling psychologists and other mental health providers can
work to integrate military and veteran specific issues into their curriculum. Further, those
counseling psychologists already in practice along with other practicing mental health providers,
can pursue additional knowledge and resources on the military and veteran community with the
understanding that this is a distinctive and underserved population. Individuals from this
community, including the participants for this study, have spoken to the unique cultural and
identity pieces that form when living on a military installation, participating in unit social
activities, and the bonds created through shared experiences of war. Further, the marriages within
this community are unique in that many of them are recent, while being impacted by the unique
contextual distress of frequent moves, combat deployments, and great distance from family-oforigin support.
Attending to and placing focus on these cultural and identity pieces is in keeping with
counseling psychology values and the APA’s (2017) Multicultural Guidelines. Moreover,
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multiple participants from this study spoke to abandoning individual and couples counseling
because of their therapist’s perceived lack of understanding of both their experiences as military
spouses and as new caregivers. Understanding the cultural implications of the military and
veteran community can help counseling psychologists expand their knowledge base and feel
competent engaging with this population across all therapy modalities.
Additionally, the majority of participants spoke to either being recruited onto their
partner’s care teams or advocating for their place on those teams. They all spoke to how this
helped increase their knowledge base for their husband’s specific injuries, rehabilitation journey,
and the systems of care they were navigating. When speaking to being a part of the care team,
the women in this study used words like empowered, capable, and knowledgeable. This reflects
the ongoing research by the Elizabeth Dole Foundation (2020) that demonstrates an increased
sense of confidence and agency among spouses who believe they are an active part of their
partner’s care team. The participants noted how it not only positively impacted their caregiver
identities, it made them feel like caring, involved spouses as well. Through their knowledge of
injuries and rehabilitation, they were able to ensure their partners were getting the best care
possible. Helen spoke to how as a wife, she had a visceral reaction to seeing her husband in
physical pain and being able to speak with his healthcare providers about that made her feel
capable as both a caregiver and a wife. Elizabeth shared that learning to dress her husband’s burn
wounds was one way she engaged as a caregiver, but also a way for her to demonstrate her love
and commitment as a wife. These caregiving duties reminded her of her wedding vows and
reflected her values of standing by her husband no matter what.
The practical implications of this collaboration between caregiver spouses and healthcare
teams are manyfold and counseling psychologists can lead the charge in advocating for this
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inclusive partnership with spouses. The demographics of military spouse caregivers are vastly
different than caregivers in the general American population; they are typically younger and in
the earlier stages of their marriage. By integrating these spouses into the care team, research
shows that it can improve and strengthen the marriage, and as seen with the participants in this
study, bolster the identity of a spouse without it being at the expense of caregiving (Thandi et al.,
2018). Given that the military population, and especially injured veterans and their spouse
caregivers, are at an increased rate of separation and divorce, having concrete ways to positively
support these marriages is crucial (Ramchand et al., 2014; Tanielian et al., 2013). These
important factors from the literature will be crucial for counseling psychologists to include in
case conceptualizations, strengths based therapeutic goals, and treatment recommendations when
working with military spouse caregivers and veterans across all modalities of care.
Being integrated into the care team also reflects another theme discovered within this
study: advocacy. According to Ramchand et al. (2014) caregivers who felt like a part of their
spouse’s care team reported “finding their voice” as an advocate for their partner. This helped
them feel capable as a spouse and caregiver and ensured their partners were receiving the best
care possible; all important pieces reflected in interviews from this study. From a mental health
perspective, acquiring useful skills and feeling a sense of mastery over those skills can be a way
to reduce the risk of mental health concerns and improve overall wellbeing (Valentine et al.,
2014). Further, reducing the risk of mental health concerns is in keeping with the counseling
psychology value of preventative care. Another value, advocacy, can also be promoted through
work with military spouse caregivers. By supporting and bolstering spouse caregiver’s identities
as advocates, counseling psychologists can provide useful, skills based treatment that aligns with
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a strengths based perspective. Further, it is a way to form treatment goals that are patient
centered and operationally defined.
Additionally, participants whose injured partner attended a polytrauma rehabilitation
center (PRC) for their rehabilitation journey spoke to the connections they made through
caregiver support programs and respite care services. They talked of lifelong friendships
established with other military spouse caregivers and how important it was to connect with
people who truly understood their experiences. Specifically, many of the women who found
meaningful mental health services found those therapists at PRCs. They described those
therapists as understanding of their circumstances as new caregivers and active/directive in their
treatment approach. Both Brooke and Sarah described this type of approach as very helpful in
reducing their feelings of being overwhelmed with caregiving tasks and also taking on the
identity of caregiver without losing the identity of spouse.
Following discharge from the PRC, the experiences of those participants reflected those
of the other non-PRC participants: a lack of resources and caregiver support programs. They
noted that if they lived outside the area of a major VA medical center, the ability to plug into
respite care resources, connect with other caregivers, and be provided with Post 9/11 specific
caregiver education and training was virtually non-existent. This lack of support left them feeling
isolated and overwhelmed with the intensity of their daily caregiving duties and feeling
disconnected from others with similar experiences.
This provides a crucial practical implication for counseling psychologists and other
mental health providers working with military spouse caregivers. It is not only important to focus
on the care and well-being of these individuals and their spouses through therapy, but also a
more holistic approach that provides additional resources. Whether that entails a referral for case
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management, or the counseling psychologist serving as the fount of resources; having an
understanding of support groups, respite care, social connectedness activities through various
organizations and more would provide a sense of community and wraparound care to reduce
isolation and burden among this population. Plugging military spouse caregivers into these
resources is a practical, concrete way for counseling psychologists and other mental health
providers to approach treatment goals, instill hope, and quickly alleviate some suffering; all of
which are important components of useful mental health treatment.
Research Implications
The findings of this study reflect a number of key components in the literature on military
spouse caregivers. Much of the literature on military caregivers focuses on the need to not only
learn what caregiving entails, but what that looks like for polytrauma in service members who
will likely live for decades to come. Further, veteran care recipients in the Post 9/11 era have
shown increased risks of mental health concerns, to include major depression, PTSD, substance
use concerns, and suicidality (Bruening et al., 2019; Kang et al., 2015; Ramchand et al., 2014).
These comorbid mental health concerns likely add to caregiving tasks and increase the risk of
caregiver burnout (Ramchand et al., 2014; Voris & Steinkopf, 2019); but further research is
warranted. Providing care for comorbid mental health concerns was seen across the participant
pool as every person interviewed had a partner with a diagnosis of PTSD related to their service
and many caregivers discussed the need to help their partner manage their PTSD symptomology.
According to the literature, helping care recipients manage PTSD symptomology was another
way in which Post 9/11 military caregivers are unique from other caregivers (Ramchand et al.,
2014; Tanielian & Jaycox, 2008), but research has not fully investigated differences in
caregiving based on symptomology.
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When discussing military caregivers in the Post 9/11 service era, the current literature
discusses how the injuries faced by their care recipients are unique compared to any other service
era. Service members injured in the GWOT era typically face polytrauma due to explosions or
IED blasts, the signature weapon used by combatants in current conflicts (Howard et al., 2019;
Vergun, 2016). These types of casualty events cause catastrophic injuries such as loss of limb(s),
TBI, severe burns, vision and hearing damage, and paralysis. Caregiving for these injuries is
intense and complicated, especially when compounded by common military related mental
health diagnoses such as PTSD or substance use disorders (Lindquist et al., 2017; Tanielian et
al., 2013). Research into caregiving for comorbid diagnoses will be crucial as the population of
injured Post 9/11 veterans, and their caregiving needs, continues to grow.
The Post 9/11 injury data within the current body of literature was mirrored within this
study. All participants had partners who were injured in IED blasts or explosions that resulted in
polytrauma similar to those listed above. Because of the catastrophic nature of their care
recipients’ injuries, caregiving duties were myriad and complex across study participants.
Further, many of the participants discussed how chronic and intense PTSD symptomology made
their partners wary of strangers and prone to aggression or loud verbal outbursts. They shared
that this directly decreased their ability to recruit others to care for their husbands if they were to
spend time outside of the house. This provides an important foundation for future research as
much of the past literature notes that military spouse caregivers typically leave their careers
when they become caregivers, with little said on why; research could help answer this question.
Further research can bolster or perhaps refute the findings of this study, that the intensity and
time consuming nature of caregiving needs, along with difficulties in utilizing others for care,
directly impacts occupational pursuits.
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As noted in the literature, because of the dramatic increase in mental health diagnoses for
service members in this era, their caregivers must learn not only to help with activities of daily
living and instrumental activities of daily living, but how to also provide support for mental
health diagnoses and symptomology (Ramchand et al., 2014; Tanielian et al., 2013). Further
research into what support is given by these spouses, the skills and techniques they find most
useful when navigating their partner’s mental health symptomology, could provide crucial
information across many settings. Not only would it provide information for new caregivers or
those struggling with this concern, it could also provide valuable information for counseling
psychologists to pass on to this client population.
Additionally, there are many strengths based components reflected in the data that
provide valuable starting points for future research. Specifically, actionable advocacy was
reflected across participants throughout each of their caregiving journeys. Every participant
discussed the need to quickly learn to advocate for their husband’s needs across all systems:
military hierarchy, healthcare systems, and out in the community. When discussing the changes
they experienced in their roles and identities, many women spoke to their advocacy work, with
Helen and Mara specifically saying they are now advocates for their husbands and for other
veteran/caregiver families. Many of the participants spoke to how advocacy made them feel
courageous, valued, and empowered. Research into advocacy as a buffer to the negative impacts
of caregiving, such as burnout, relationship strain, depression, and anxiety could provide
valuable insight for therapeutic approaches and treatment recommendations with this population.
The literature also spoke to Post 9/11 military caregivers and their increased risk for
mental health diagnoses, relational discord, and burnout (Ramchand et al., 2014; Tanielian et al.,
2013). Because their care recipient’s injuries are sudden onset as opposed to declining health or
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terminal diagnoses, military spouse caregivers find themselves suddenly taking on many new
roles that require time, new skills, and dedication to caring for their partners in totally new ways
that are outside the traditional bonds of marriage (Ramchand et al., 2014; Thandi et al., 2018).
This study focused on the military spouse caregivers as individuals; future research that focuses
on the dyad of caregiver and care recipient could provide critical insight into these negative
impacts on relationships from a systemic perspective. This could in turn serve to inform best
practices in systemic therapy approaches with these couples or families.
The sudden shift in roles can negatively impact military spouse caregiver’s mental
health, overall wellbeing, and their marriage (Borah & Fina, 2017; Thandi et al., 2018). These
struggles were described by every participant; grappling with grief and despair following their
husband’s injuries and feeling overwhelmed by massive amounts of distressing information
during casualty notification and the rehabilitation process. Further, every participant but one
spoke to seeking couples counseling for themselves and their partners as a way to address either
the discord in their marriage or to adapt to the significant changes in how they interacted with
each other now that they were caregiver and care recipient along with wife and husband. Because
the focus of this study was on roles and identity transformation of the military spouse, details
were not gathered on mental health diagnoses, treatments pursued, or resources utilized. Further
research that provides information on what theoretical approaches and therapeutic modalities are
most useful to this population can help to address the negative impacts that caregiving has on
caregiver mental health and overall well-being.
Serious injuries to a loved one can also result in the concept of ambiguous loss, an area of
grieving explored most in depth by Pauline Boss (1999). Much of what is known in the field
about grieving has to do with the work of people such as Elizabeth Kubler-Ross and David
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Kessler (2005). Their stages of grief and stages of dying have helped many people find meaning
in loss. The experiences of military spouse caregivers, and specifically the women in this study,
do not neatly fall into those stages of grief as the loss itself is not due to death and can be
difficult to articulate. Most of the participants spoke to the complexity of feeling grief over the
loss of who their husbands had previously been, accompanied by guilt for not focusing on
gratitude for their survival. These emotions were further complicated by anger and sadness that
washed over them when they examined how much their lives and their marriages had changed.
Research that utilizes Dr. Boss’ concept of ambiguous loss with spouses and families of injured
servicemembers could provide another important illumination into what these lived experiences
are like.
The waves of intense, and at times, conflicting emotions reflect Dr. Boss’ (1999)
descriptions of ambiguous loss; an especially distressing, yet indistinct loss filled with competing
emotions of sadness, uncertainty, anger, guilt, and shame. Future research that investigates the
relationship between ambiguous loss and combat related injuries could provide valuable
information on the grieving process for military spouse caregivers. Further, the literature on
ambiguous loss discusses the specifics of a lack of closure or resolution for loved ones as there
are no cultural ceremonies such as a wake or funeral and no structured period of bereavement.
Future research that studies this lack of cultural ceremonies versus families who were able to
create some form of meaning making ceremonies could investigate that impact or lack thereof
that ambiguous loss has on families of injured service members.
Ambiguous loss is also likely to create confusion about future roles and family
constellations (Boss, 1999, 2004). This aspect was reflected across participants as each woman
described the loss of career path, financial stability, benefits, and sense of community that their
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husband’s military careers provided. Elizabeth poignantly described how her husband shed the
role of protector for the family following his injuries. His PTSD symptoms make it difficult for
him to feel safe and at ease anywhere, so she has taken on the role of protector for him and for
their family. Future studies that take a systemic approach to the changes in roles, identities, and
family constellations within these family systems can create new frontiers for therapeutic
approaches and further explain the impact of ambiguous loss on veteran families. Providing
explanation of the changes in roles across all parts of the family system can illuminate possible
paths forward for families of injured veterans. It can also provide valuable information for
counseling psychologists on stages of identity change across the family constellation.
Adjacent to grief and loss, the participants also shared their struggles with their own
mental health diagnoses including depression and anxiety. Brooke talked about the struggle to
find a supportive individual therapist who seemed to truly understand her new way of life and
what it meant to be a young spouse caregiver to a husband with service-related polytrauma. She
noted that she stopped engaging in individual therapy because of this disconnect. Future research
that focuses on creating and testing hypotheses on this disconnect can provide counseling
psychologists and other mental health providers with ways to identify and address it in real time.
This may also reduce the likelihood of early termination or negative beliefs about therapy on the
part of military spouse caregivers.
This lack of connection with mental health support is also reflected in the literature for
military caregivers. The need is there but the meaningful connection with services is not
(Ramchand et al., 2014; Voris & Steinkopf, 2019). This is an important area for future research.
Focusing specifically on the mental health support or lack thereof for military spouse caregivers
can provide important implications on what approaches or treatment protocols work for these
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individuals, and those that do not. Moreover, studying those military spouse caregivers with
improved mental health and well-being can also provide important details on whether this
improves their marital outcomes and positively impacts the well-being of their care recipients.
Additionally, previous literature on military caregiver experiences described the dearth of
resources for Post 9/11 veteran care recipients and their caregivers. In an environmental scan
conducted by Ramchand et al., (2014) most support resources for Post 9/11 military caregivers
focused on broad education and training for caregiving tasks that were not injury specific.
Further, much of the resources were built on caring for individuals with diseases such as
Alzheimer’s, Parkinson’s, cancer, and dementia; reducing the usefulness to caregivers for
relatively young military veterans with sudden onset service-related polytrauma (Ramchand et
al., 2014; Smith et al., 2019). The authors also discussed a notable lack of resources such as
respite care, self-care activities, financial aid, and assistance with management of healthcare and
veterans’ benefits. Despite the intervening years since the completion of the Rand study, these
concerns were mirrored within this study. Each of these domains provides valuable entry points
for future research as every resource listed above is notably missing from the lives of military
spouse caregivers but empirically supported data on why is lacking.
All participants described being overwhelmed by first having to navigate the
complexities of the DOD healthcare systems with a speedy transition to the massive two pronged
VA system of Veterans Healthcare Administration (VHA) and Veterans Benefits Administration
(VBA). Brooke was the only participant who described the introduction into VA as a positive
one; she stated that this was entirely due to specific individuals within the polytrauma
rehabilitation centers and VA facilities her husband attended. A strengths based research
approach that identifies the characteristics these valuable VA employees utilize in their jobs
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could help guide training benchmarks for federal employees who work with caregivers. Also,
discovering whether these individuals had unique training opportunities or were provided
specific resources to help them excel in their positions could ensure that there is a more uniform,
proven positive way to train federal employees who come into contact with caregivers.
Because of the dearth of available caregiving information, many of the participants spoke
to creating their own informational systems across computers and binders, separated and tabbed
according to injuries, locations, and resources. Helen, Sarah, and Mara spoke to sharing the
resource information they organized with other military spouse caregivers in an effort to provide
support. Future research investigating these informational systems designed by military spouse
caregivers could provide useful scaffolding to organizations tasked with supporting injured
veterans and their caregivers, such as VA. Investigating the resources and support found to be
most helpful by the caregivers themselves could provide helpful direction in organization and
accessibility for VA and nonprofit organizations.
Somewhat of a notable exception to the previous literature was financial aid. Five of the
six caregivers talked about being able to successfully navigate VA caregiver support programs in
order to receive an ongoing monthly stipend for the caregiving they provided their veterans. This
could be due to myriad reasons: as mentioned earlier, Brooke noted engaging with
compassionate VA employees who went above and beyond to ensure she knew about all benefits
and compensation Brian qualified for. Further, as the federal government continues to move
beyond the inaugural caregiver support programs generated in 2011, more information is readily
available and application processes have become more streamlined. Additional studies on
financial aid would help to illuminate whether changes in national programming are the primary
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benefit or if successful navigation of VA systems has more to do with factors unique to the
caregiver and/or their care recipient.
Though the participants noted that the caregiver support program stipends helped ease
financial burden, for many it did not compensate for their loss of full time employment, another
point that is reflected in current literature (Ramchand et al., 2014; Van Houtven et al., 2012).
Also, Helen described her struggles with caregiver support programs losing financial support due
to changing Presidential administrations and how the inconsistencies in benefits caused her and
her family marked distress. This inconsistency due to changes in the Executive branch is an
excellent place for not only counseling psychologists, but American citizens at large to advocate
for change. Researching this topic and pushing to ensure that caregiver support programs are an
enduring part of legislation and good governance is a way that American society can ensure they
are caring for veterans and their families now and always.
Limitations
There were a number of limitations for this study; firstly in its generalizability to the
greater population. Because of the small sample sizes in qualitative research, and the
constructivist approach which integrated the relationship between the researcher and the
participant, or in Morrow’s words (2005) ‘the knower and the known’ it would be difficult to
fully replicate the study or fully generalize the results to a larger population. Also, replicating the
study would likely be time intensive as the inclusion and exclusion criteria make it difficult to
find participants that meet all criteria, are willing to sacrifice their time for a qualitative
interview, and have a willingness to be vulnerable in sharing their private lives. Future
researchers would need to keep each of these factors in mind when structuring the timeline for
replicating a study.
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Moreover, this qualitative study was created and executed by a single researcher. Though
I had the support of a faculty advisor, dissertation committee, and peer review partner, it is
fundamentally different than working within a research team. Qualitative research teams can
utilize a consensus approach when analyzing and coding data and determining themes across
participants. A consensus approach would likely have further reduced the possibility of
researcher bias and having multiple sets of eyes on the data could have unearthed meaning units
that were not readily apparent to myself as the sole researcher.
Further, due to the global Covid-19 pandemic, in person interviews were deemed
inadvisable during the time period of the study based on local, state, and federal health
guidelines. Instead, all interviews were conducted via video conference calls. This lack of face to
face interaction may have stymied the ability to foster a stronger researcher-participant alliance.
That alliance creates a crucial foundation for qualitative research and contributes to the
likelihood of the participant giving rich, thick descriptions of their experiences (Morrow, 2005;
Wertz, 2005). A replication of this study utilizing in person interviews can provide valuable
information on this point if many contrasting factors, or the lack thereof, are discovered.
Another factor that could have been impacted by the pandemic are the themes
themselves. Covid-19 has affected individuals, communities, the country, and the world in ways
that we will still be discovering decades from now. The distress, isolation, and grief that
reverberated throughout all systems of life could have situated the participants in a unique
emotional and mental space that influenced how they perceived their caregiving, the notions of
burnout, ambiguous loss, and many other pieces. Controlling for this would have been incredibly
difficult, perhaps impossible, during the execution of the study. Future research outside the
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current intensity of the pandemic would likely provide valuable reflection and contrast to the
current themes.
Additionally, the diversity of the sample is a notable limitation of this study. Despite
recruitment efforts that cast a wide net across many regions of the country, all participants in this
sample shared much of the same demographic information: they were all Caucasian,
heterosexual, cisgender women. This could likely have impacted the ability to reach saturation
across the participant pool. Because the participants had so many shared identities, it could be
hypothesized that many of their experiences were shared as well. Further, all participants shared
dominant identities, such as race and sexual orientation, that could have bolstered their ability to
request and receive support along with providing them the confidence to speak out without the
fears that individuals with marginalized identities may have. It must also be said that the racial
make-up of the sample does not reflect the current diversity of America’s Armed Forces and
their families; though majority heterosexual and female does reflect the makeup of most spouses
across all branches of service. The lack of gender and sexual diversity could also have had a
homogenizing impact on the results and saturation. The age range of participants was around 18
years, but given the lengths of Post 9/11 conflicts, there could have been a wider diversity there
as well. Taken altogether, these factors are likely to have impacted the themes and the essence of
the phenomenon. Future research that draws on the experiences of military spouse caregivers
with non-majority identities and a wider within sample range of identities would provide much
needed additional information to the discussion of barriers and supports for this community.
Moreover, within the realm of demographic information, only two branches of service
were represented within this sample. Though service members from the Army and the Marine
Corps have made up the majority of deployable personnel, the other branches have also been
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deployed in support of GWOT operations. Including spouses from other branches of service
would likely widen the themes of future qualitative research as injuries, casualty notifications,
and service branch culture can all impact spouse’s experiences in the transformation to military
spouse caregiver.
Another notable piece of inclusion criteria was the discharge status of the care recipient
partners. All care recipients must have received an honorable or general discharge. Those care
recipients who received other than honorable and dishonorable discharges were excluded from
the study because those same individuals do not qualify for VA services, compensation, or
benefits. That does not mean that they do not have service related injuries that do not require
caregiving. Further, their caregivers are likely facing unique stress factors that are influenced by
being outside the largest system of care for US veterans: the VA. Including these individuals
likely would have influenced themes from the study and perhaps could have provided valuable
contrasting sub themes that help us understand the differences between caregivers that are
moving within and outside these systems of care.
Further, saturation was satisfactorily reached at six participants. Though this does fall
into the acceptable sample size for qualitative studies (Dukes, 1984; Ponterotto, 2005) a bigger
sample size may have been beneficial. A larger participant pool could have provided more
weight to the themes and resulting phenomenon that were unearthed.
The current study may have been limited based on the theory used as it was created
within Western, individualistic culture and reflected those societal values. It had little emphasis
placed on family constellations or systems, a notable limitation. Bolstering the theoretical
approach with a systemic perspective would likely have served to enrich the interview questions
and the examination of identity transformation within each military spouse caregiver. A systemic
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or collectivistic perspective would have also strengthened the examination of resources and
barriers facing this community as many of the participants who discussed having support were
referring to family members or close friends. Importantly, a collectivistic perspective or
emphasis on collectivistic values would have been more culturally inclusive as well. Though the
participant pool in this study was demographically homogenous, a wider cultural lens could have
resulted in a richer, more diverse data set.
Lastly, continuing to revisit the supports and barriers for military spouse caregivers will
be crucial. A limitation of this study was its brevity in that it examined participants at one point
in their lives. A study that revisits participants over time, as they move through their caregiver
journey would likely provide rich, thick descriptions that capture the movement between phases
of caregiving as it is happening, rather than being sourced through reflections.
Additionally, this population, and the ways in which society and government interact
with them, will continue to change as the conclusions of both campaigns in Iraq and Afghanistan
have been fraught with divisive geopolitics and Operation Inherent Resolve continues across
numerous overseas regions. These changes are likely to influence the themes of future research
as systems military spouse caregivers move within continue to be affected. As military spouse
caregivers and their veteran care recipients continue to age, future researchers will likely find
that themes will change, shifting the implications across all domains of research.
Conclusion
As America continues to send troops abroad in support of ongoing GWOT military
operations, care for military veterans and their families should be a top priority for all
Americans. With battlefield survival rates at an all-time high, many service members wounded in
action are returning home with complex injuries the likes of which America has not dealt with
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before. Quite frequently, military spouses find themselves taking on the role of caregiver for
their injured service member partners. This new role is sudden and the path to becoming a
caregiver is long and complex. Military spouse caregivers may find themselves at an increased
risk of many issues such as depression and anxiety, along with facing higher rates of separation
and divorce (Ramchand et al., 2014). Finding resources and support while taking on the role of
caregiver can be overwhelming and difficult to navigate. By streamlining resources into database
hubs with silos of injury specific resources, run by or partnered with the same government
organizations that care for injured veterans can help to create continuity of care for military
families facing a complex road to recovery, and many times, a new way of life. Furthermore, a
central locus of support will help to ensure that the spouses themselves are empowered with
advocacy and support, while becoming a valuable member of the care teams responsible for the
recovery and rehabilitation of injured service members.
Counseling psychologists could greatly benefit from additional training and knowledge
on the military and veteran community, its culture, and the barriers facing this underserved
population. Acquiring this expanded knowledge base will aid helping professionals in tailoring
treatment interventions that are strengths based, goal oriented, and useful. Moreover, they can
further support military spouse caregivers through case management, as a consultation resource
for healthcare providers, and as social justice advocates. This holistic approach to therapeutic
intervention will benefit military spouse caregivers and their partners as the years of their
caregiving journeys turn to decades.
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INTERVIEW QUESTIONS
Research Question 1.) What is the essence of the change when becoming a Post 9/11 military
spouse caregiver?
IQ 1. Please share with me the story of how you were notified about your partner’s
injury.
IQ 2. What was happening for you during the initial days and weeks after his/her/their
injury?
IQ 3. Can you share with me about what your life is like today as a caregiver to your
spouse?

Research Question 2.) What is the unique lived experience within the change in the relationships,
roles, and identities of a military spouse when they become a caregiver for their injured service
member partner?
IQ 4. How has your role within your marriage changed since your partner’s injury?
IQ 5. Most people hold many different identities that make them who they are, such as
spouse, parent, worker, homemaker, etc. How did your identities change after your
partner’s injury?
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Project Title: Post 9/11 military spouse caregivers: A descriptive phenomenological study
Researcher: Erin McEvoy, M.S., Doctoral Student, Counseling Psychology
Email: erin.mcevoy@unco.edu
Research Advisor: Stephen Wright, Ph.D. Applied Psychology and Counselor Education
Email: stephen.wright@unco.edu
Purpose and Description: The primary purpose of this study is to better understand the
experience of being a military spouse caregiver. Participation in this study will include a one
hour interview where questions will be asked of you to better understand your experience and
give a fuller picture of the ways in which your partner’s injury have affected your life. The
interview will be recorded using audiovisual equipment. I will ask you to share objects such as
letters, pictures, and other items that hold meaning to you within this experience. I hope that by
sharing these objects, I will get information that is rich, detailed, and unique to your experience.
At the end of the study, I hope to have a document that discusses the themes of your experience
that I can share with policy makers and the public in the hope of helping them understand what it
means to be a military spouse caregiver.
Your personally identifying information will be withheld from the final written document. I will
work to ensure that your privacy is respected, but because of the personal nature of the interview,
I cannot guarantee your privacy.
Risks to you are minimal. The foreseeable risk to this study is you may be asked to discuss
events from your past that are traumatic for you and/or your partner. If at any time you feel
discomfort from a question that is asked of you, you do not have to answer or you can
discontinue the interview. Referrals for support resources can also be provided. The benefits of
this study are indirect; we hope that by sharing your experience, it will provide policymakers and
the public with an understanding of how to better support military spouse caregivers.
Participation is voluntary. You may decide not to participate in this study and if you begin
participation you may still decide to stop and withdraw at any time. Your decision will be
respected and will not result in loss of benefits to which you are otherwise entitled. Having read
the above and having had an opportunity to ask any questions, please sign below if you would
like to participate in this research. A copy of this form will be given to you to retain for future
reference. If you have any concerns about your selection or treatment as a research participant,
please contact the Office of Research, Kepner Hall, University of Northern Colorado Greeley,
CO 80639; 970-351-1910.
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Volunteers needed for research study on Post 9/11 era military spouses who
identify as caregivers
Are you a military spouse who has become a caregiver for your service member partner injured
in the Post 9/11 service era? You may be eligible to participate in a research study to help
Americans understand this important experience.
You may qualify if:

Participation involves:

- Adult (18+)

- One hour interview with lead researcher

- Identify as primary caregiver and spouse
for an American service member injured in
the Post 9/11 service era.

If you or someone you know fits this description, please consider contacting me for an interview.
I have been approved by my university's institutional review board and would be happy to
discuss that with you.

The military and military spouse community is an underserved population and I am really
hoping to change that. Thank you!
Contact Information: Lead Researcher: Erin McEvoy | email: erin.mcevoy@unco.edu

